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Depression has been identified as being the predominant mental health problem worldwide, 
this recurrent disorder is linked to an increased inability to function, and a reduction in the 
quality of life.  Both clinicians of various orientations and psychological research has 
supported the view that the self is constituted of multiple parts or internal voices, suggesting 
that these differing voices are apparent in individuals engaging in psychotherapy. Taking this 
into consideration, this study analysed the multivoicedness of five individuals who were 
receiving psychotherapy for depression in order to gain a greater understanding of this 
condition through a dialogical lens.  A new qualitative method was used to analyse audio-
recordings and transcripts emanating from psychotherapy sessions.  A longitudinal case study 
design was adopted and the first, middle and final psychotherapy sessions were analysed. 
There were two main findings, the first related to the interactional patterns generated between 
voices of the self.  A relational pattern was identified in all cases which consisted of two 
oppositional I-positions, these I-positions generated intrapsychic conflict, this conflict was 
subsequently shut down by a third apathetic, passive I-position.  The second finding 
concerned the emergence at midpoint of an emotional I-position, which enabled a working 
through of previous problematic narratives and an increased degree of reflexivity, which 
heightened the level of dialogicality between existing I-positions.  This study has two 
implications for clinical practice as it highlights firstly how dialogical theory can be used to 
understand the nature of depression from a dialogical perspective, and secondly how this 
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Chapter 1: Introduction 
  
This chapter introduces the thesis Analysing multivoicedness: an examination of the 
dynamic interactional patterns between the voices of the self in clients who experience 
depression before presenting the study, which will be elaborated upon in greater detail in the 
following chapters.  This research involves a dialogical analysis of recorded and transcribed 
psychotherapy sessions in which a client and therapist engaged in pluralistic counselling for 
depression. This thesis explores, through a dialogical lens, the mechanisms which sustain 
depression, and examines how this condition manifests through an analysis of the 
interactional dynamics within the inner landscape of the mind.  It also analyses the dialogical 
change process which occurs during the course of the therapy, and how therapist and client 
construct these dynamic changes through their interaction.  This introduction is structured to 
provide background information regarding multivoicedness and depression.  This chapter will 
begin with a definition of terms, this will include a discussion regarding depression and there 
will be a presentation of epidemiological findings in this area. Subsequently there will be a 
focus on the theoretical literature concerning the multivoiced self, and on dialogical self 
theory.  Finally, the aims of the study, the choice of methodology, and rationale will then be 
presented.  
1.1 Definition of terms  
 
1.1.1 Individuals who deliver talking psychological therapies.  Throughout this 
study, the terms counsellor, therapist, psychotherapist or counselling psychologist will be 
used to refer to an individual trained, or in the process of training, in the process of delivering 
a talking therapy by a professional UK accreditation body.  
1.1.2 Individuals receiving psychotherapy.  The terms client and patient refer to an 
individual who is the recipient of counselling, as individuals in their talk identify themselves 
in both terms in this study, no one term will be privileged over another, as both are equally 
	 10 
meaningful depicting the perceptions and experiences of both parties.  The terms counselling, 
therapy and psychotherapy are also used interchangeably to indicate the practice of a talking 
therapy existing between a client and a therapist.  
1.1.3 Depression.  The study involved a dialogical analysis of clients receiving 
pluralistic counselling for depression. The Diagnostic and Statistical Manual for Mental 
Disorders, (5th ed:DSM-5; American Psychiatric Association, 2013) published the following 
diagnostic criteria for major depression:  
They suggest that five or more of the following nine symptoms (these must include at 
least one of depressed mood and loss of pleasure or interest) should be present, these 
symptoms must be in the same two-week period. Each symptom represents a change from the 
previous way of functioning: 
• Depressed mood 
• Change in appetite or weight 
• Insomnia or hypersomnia 
• Loss of energy or fatigue 
• Feelings of worthlessness or excessive or inappropriate guilt 
• Impaired concentration or indecisiveness 
• Psychomotor agitation or retardation - observed by others 
• Loss of interest or pleasure 
It goes on to state that these symptoms must cause a clinically significant level of 
distress or an impairment in an important area of functioning such as occupational or social. 
In his seminal writing on depression Beck (1967) asserts that there is still no completely 
satisfactory explanation of the paradoxical features of depression, noting the unresolved 
aspects regarding its etiology, classification and its nature, for a definition of depression 
proposed by Beck (1967) see Appendix Q. 
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Depression is largely considered to be a complex biopsychosocial phenomenon, 
which disturbs many levels of an individual’s functioning (Blatt, 1995).  Many factors 
including neurochemical, affective, behavioral, social, cognitive and physiological have been 
identified as contributing to the manifestation of depression (Bonde, 2008; Evans, Iverson, 
Yatham & Lam, 2014; Mammen & Faulkner, 2013; Rock, Roiser, Riedel & Blackwell, 
2014). Two distinct forms of depression are proposed by Blatt (1974, 1990, 2004, Blatt & 
Zuroff, 1992; Blatt & Maroudas, 1992) the antecedents of which derive from interpersonal 
relations with others in the developmental years.  These are anaclitic depression, where the 
individual is dominated by interpersonal issues relating to feelings of abandonment, loss, 
dependency and helplessness, and introjective depression, where the individual is dominated 
by self-criticism, fears of failure and guilt, and issues of self-worth.  This is an important 
distinction and will be explored further in the following review of the literature.  This 
research involves the analysis of audio-recordings and transcripts from psychotherapy 
sessions where clients are receiving pluralistic therapy for depression.  It is not the intention 
in this study to investigate or evaluate this model specifically, however a description of this 
model of psychotherapy will be presented in the methodology chapter. 
1.1.4 The epidemiology of depression.  The 2010 Global Burden of Disease study 
(Ferrari et al., 2013) identified depression as being the predominant mental health problem 
worldwide. In a review of the epidemiological data on the topic of depression Kessler and 
Bromet (2013) also found depression to be a commonly occurring disorder throughout the 
world, with lifetime prevalence rates generally higher in high income countries versus low to 
middle income countries.  Their research identified a wide variation in age of onset, and a 
high risk of sustained lifelong chronic recurrent persistence.  They linked this recurrent 
disorder to an increased inability to function, and a reduction in the quality of life.  This is 
partly due to the substantial proportion of individuals diagnosed with depression who have a 
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chronic-recurrent course over their lifetime, with one half of these lifetime cases experiencing 
recurrent episodes in any given year (Hardeveld, Spijker, De Graaf, Nolen & Beekman, 2010; 
Kessler and Bromet 2013) also found that women consistently across different countries have 
a risk of developing major depression approximately twice that of men.  
It is estimated that between 8-12 % of the population experience depression in any 
year and that a third of individuals with the disorder go untreated (Richards & Richardson, 
2012).  Aside from the suffering and distress caused by this disorder, depression also creates 
a huge economic problem.  In England and Wales in 2007 the estimated total cost of services 
for depression and lost employment amount to £7.5 billion, and this is predicted to rise to 
12.2 billion by 2026 (Sanders & Hill, 2014).  The indirect cost of depression is said to be 
even higher; with established research identifying the link to other chronic illnesses such as 
diabetes and heart disease, cancer, asthma, chronic respiratory disorders, arthritis and a range 
of other chronic pain conditions (Chapman, Perry & Strine. 2005; Derogatis et al., 1983; 
Dew, 1998; McWilliams, Cox & Enns, 2003 Pozuelo et al., 2009; Roy & Lloyd, 2012). 
Ibrahim, Kelly, Adams and Glazebrook (2012) carried out a systematic review of studies 
which explored the depression prevalence in university students.  They concluded that this 
group had substantially higher rates of depression than those detected in the general 
population.  Research by Cuijpers et al., (2016) concurs with these findings pointing to the 
peak period of onset of depression which is evident in this demographic population.  
As major depressive disorder is associated with inflated risk of onset, maintenance 
and severity of a broad range of physical disorders it is not surprising that it is also associated 
with significantly higher risk of early death (Carney, Freedland, Miller & Jaffe, 2002; 
Cuijpers & Schoevers, 2004; Wulsin, Vaillant, Wells, 1999).  The high suicide risk of those 
who experience major depressive disorder also inflates the chances of early death in this 
clinical population (Bostwick & Pankratz, 2000; Moller, 2003; Rihmer, 2007) and indeed it is 
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identified by Hawton, Comabella, Haw & Saunders, (2012) as being the most common 
psychiatric disorder present in individuals who die by suicide.  Van Zoonen et al., (2014), 
conducted a meta-analytic review of psychological interventions for major depressive 
disorders.  They estimated that the current treatments only lead to a reduction of 
approximately one third of the disease burden of these disorders.  The epidemiological 
evidence suggests that depression is a growing global challenge, presenting problems for the 
health systems of both developed and developing countries worldwide (Whiteford., 2013). 
 
1.1.6 The multivoiced self.  The multiplicities of self, multivoicedness, and the plural 
self, have become important theoretical concepts that are influencing modern psychotherapy 
research (Aveling, Gillespie & Cornish, 2015).  Informed by the tradition of dialogism, the 
self is conceived as being made up of a multiplicity of interacting voices or parts.  William 
James (1890) proposed a multiplicity of self when he drew the distinction between the I and 
the Me.  I being the subject- and me being the object, noting that individuals appear to have 
as many selves as those with which they interact.  James’s conceptualisation of the individual 
reached out into his external world, implicating those in one’s social space as being reflected 
in his internal world. Mead (1934) concurred with this view suggesting that an individual’s 
meaning is derived from the social interaction one has with others.  
 Bakhtin (1981) also proposed that the self is created out of social relations: that the 
others are embedded ‘in’ the self, and that thinking and discourse is often facilitated with the 
words of others.  Elaborating further on this point Bakhtin proposed that utterances are 
constructed with the other in mind, expectations of imagined responses lead to the very 
generation of the response (Markova, 2003).  Bakhtin’s (1984) concept of the polyphonic 
novel has been a guiding metaphor for multivoicedness; where there is no singular authorial 
voice but instead there is “a plurality of independent and unmerged voices and 
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consciousnesses, a genuine polyphony of fully valid voices” (Bahktin, 1984, p.6).  
Following this concept leads to a relational ontology (Gillespie and Zittoun, 2015) 
where society and the individual cannot be separated, indeed they can only be fully 
understood when considered in relation to one another. Returning to the distinction between I 
and Me, Gillespie and Zittoun (2015) frame Me as a social self; one that is saturated by the 
attitudes of others which become assimilated by the individual over time.  They suggest that 
the I is the response to this Me, in turn this leads to it being a response to the attitudes of 
others, which are embodied by Me.  The mind is a construction caused by the interactive 
movements between I and Me, and thinking is conceived of as the internalised dialogue 
between these two elements of the self (Gillespie and Zittoun, 2015).  These complex 
interactions which emanate from I and Me communicate through voices which comprise the 
mulivoiced self. 
1.1.5 Terms which refer to the different parts of a multiple self.  Table 1 illustrates 
the wealth of terms which have been used to refer to the individual parts which make up the 
multiple self:  The wide variety of terms available to denote these aspects of self reflects the 
diversity of interpretations of the phenomenon of the multiple self, and this shall be reflected 
upon in the following review.  In this thesis, one term which will be used for some of these 
autonomous parts of the self, will be that of I-position (Hermans, Kempen, & van Loon, 
1992).  An I-position is defined as a relatively autonomous part which exists in an imaginal 
landscape, the I has the possibility to move, as if in an imaginal space, from one position to 
another position dependent upon contextual changes, alterations in the situation and time 
(Hermans, Kempen, & van Loon, 1992).  
Within this inner landscape there are also ‘inner-Others’ (Markova, 2006; Aveling, et 
al., 2015), these are the voices of Others which reside within the self; they represent real 
individuals (e.g. my wife, my brother) and may also include generalized Others (e.g. my local 
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community) or may echo discourse associated with distinct institutions and societal groups. 
Even groups and communities which one dissociates themselves from, may become part of 
the self, as they become incorporated as inner-Others which run counter to how one defines 
oneself, and in that sense, they occupy the self as positions which one is in opposition to.  
Rowan (2010) suggested that different parts of a multiple self are engage in a 
communicative interchange in which voices dialogically interact with one another.  In this 
thesis, the term voices are used to represent all dialoguing parts of the self; this includes I-
positions and inner-Others.  This thesis involves an analysis of multivoicedness – this can be 
understood therefore as an analysis of all the discourse generated during these dialogical 
processes which originate from all the different parts of the self.  
 
Table 1 
 Synonymous terms for different parts of a multiple self 
James (1890) I/Me 
Federn (1952) Ego-states 
Berne (1961) Ego-states 
Shapiro (1962/1976) Subselves 
Assagioli (1965) Subpersonalities 
Moreno (1972) Roles 
Satir (1978) Parts 
Mahrer (1978) Potentials 
Martindale (1980) Subselves 
Beahrs (1982) Sub-parts 
Redfearn (1985) Sub-personalities 
Ornstein (1986) Small minds 
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Markus and Nurius (1987) Possible selves 
Stone and Winkelman (1989a, 1989b) Subpersonalities/Selves/Energy Patterns  
Bruner (1990) Character 
Watkins (1990) Ego-states 
Rowan (1990/1993) Subpersonalities 
Hermans et al (1993) I-positions  
Bromberg (1996) Self-states 
Honos-Webb and Stiles (1998) Voices 
Leiman (1997) Position and Counter-position 
Mearns and Thorne (2000) Configurations of self 
Valsiner (2002) Autodialogue/ Heterodialogue 
Ryle and Kerr (2002) Roles 
Markova (2006) Inner-Others 
Zittoun (2006) Self architecture 
Bogart (2007) Personas 
 
1.1.7 Dialogical self-theory.  This theory involving the multiple self was originated 
as a concept by Hermans, Kempen and van Loon, (1992).  They conceptualise the self as 
social in the sense that “other people occupy positions in the multivoiced self.  The self is not 
only ‘here’ but is also ‘there’ and because of the power of the imagination the person can act 
as if he or she were the other” (Hermans, Kempen & van Loon, 1992, p.29).  A major 
difference between this conceptualisation of self and that of Mead’s (1934) theory is that the 
I-position does not take on the actual perspective of the other, but instead operates from a 
position which it occupies which contains this alternative perspective.  This may even be held 
in an incongruent way to the actual Other’s perspective, and this is tested by embarking on a 
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process of discourse with the Other, therefore dialogical processes are so central to this 
theoretical concept.  In the Hermans, et al. (1992) formulation of the dialogical self, self-
narratives are continually re-shaped by two or more positions that engage in a dialogical 
interchange; this dynamic re-structuring constantly revises and or develops the existing 
narrative.  Drawing on the concept of the polyphonic novel proposed by Bahktin (1973) the I 
can move back and forth between positions and the imagined others it interacts with, and 
each position can speak with a distinct voice which has been endowed upon it.  These internal 
voices, which emanate from the different positions, are understood as being able to interact in 
several ways; processes of disagreement, negotiation, collaboration and cooperation can be 
embarked upon within the intrapsychic landscape.  This complex matrix of positions, which 
comprise the self, can be compared to an orchestra, with an array of instruments each 
sounding different, and able to perform a different function within the repertoire.   
In this sense, the self is multi-voiced and operating as a society of mind, as opposed to 
a unitary vessel for cognition (Hermans, 2002).  Hermans (2004) suggests that dialogical self-
theory be positioned as a kind of conceptual framework in which different psychotherapeutic 
schools can convene.  Indeed research has been conducted which originates from a range of 
theoretical schools which explores the multiplicity of the self and psychotherapy process: 
from constructivist positions (Neimeyer, 1998), the process experiential field (Greenberg and 
Elliott, 2003), psychodynamic perspectives (Bromberg, 1996; Mihalits, 2015), cognitive 
analytic perspectives (Ryle and Fawkes, 2007), humanistic views (Rowan & Cooper, 1998; 
Cooper, 2003), person-centred (Stiles, 1997; Osatuke, et al,  2005) and transpersonal 
perspectives (Rowan , 2012).  These varying authors have observed the way that the 
repertoire of inner voices adapt and on occasion transform over the course of treatment, 
leading to therapeutic change.  
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One aspect of self which can be identified within many schools of psychotherapy is 
the importance of narrative; how individuals make sense of their world, and their place within 
it, by telling stories (Bruner, 1986; Sarbin, 1986).  The organisation and reorganisation of 
personal narratives over time (Angus and McLeod, 2004) is particularly relevant to dialogical 
self theory as it relates to the concept of addressivity, whom is telling the story to whom, and 
in what space and time (Hermans, 2002).  The positioning of the narrator is dependent upon 
who the anticipated audience is, whether they be an actual external listener or an imagined 
internal one.  The role narrative plays in the multiplicity of self is key; as voices within a 
dialogical self engage in communication, each speaks from a different perspective from their 
own narratively structured position (Hermans, 2002; Hermans, Kempen & van Loon, 1992). 
As dialogical self theory suggests there is no central executive position within the self, the 
self is run as if it were a mini-society of independent players or characters each with their 
own story to tell.   
The dialogical view of the self opposes dominant western models which present a 
Cartesian model of self as an isolated, individualized, disembodied, ahistorical non-cultural 
and centralized (Hermans, 2002).  It brings patterns of relations and the configuration of 
interaction to the very core of the self (Bertau, Goncalves & Raggatt, 2012) and proposes a 
self which is: 1. embodied and spatially structured, 2. inhabited by the voices of others 3. 
decentralized and operating with open boundaries and finally 4. contextualized by its 
relationship to history and culture (Hermans, 2002).  This concept presents a multivoiced self 
where the interaction between the differing I-positions within it is just as integral to its 
composition as the I-positions themselves.  Indeed this theory suggests it is their dialogical 
communication, forged through their accompanying narratives, which shapes the structure of 
the dynamic self system. 
1.1.8 The dialogical self and psychopathology.  Dysfunctional relations between I-
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positions or voices which comprise the self have been attributed to the development of a 
variety of psychopathological conditions, (Dimaggio et al., 2006; Lysaker & Lysaker & 
Lysaker, 2001; Salvatore, Nicolo & Dimaggio; 2005).  The interactional patterns between I-
positions, and the relational schemas available to these positions, play a significant role in the 
functioning of the individual (Dimaggio, Hermans & Lysaker, 2010).  Researchers have 
suggested that impoverished dialogical abilities lead to rigid, inflexible and unadaptable 
intrapersonal repertoires, often resulting in one I-position dominating over the others in a 
monological fashion, creating a kind of dictatorship which silences other I-positions, leaving 
them passive and voiceless.  A disorganised chaotic repertoire of I-positions can also lead to 
malfunctioning as the varying positions vie for primacy in a cacophony of voices (Lysaker & 
Lysaker, 2002).  Much research in this field has identified the link between psychopathology 
and the relational dynamics between I-positions, and it is this internal structure which is 
being explored in this study to enhance clinician’s understanding into the mechanisms which 
underpin depression.  
1.1.9 Metacognition and metapositions.  Dimaggio and Lysaker (2010) term 
metacognition as being the ability to think about one’s own thinking processes, and to form 
an understanding of the thoughts of others.  Osatuke, Stiles, Barkham, Hardy and Shapiro 
(2011) explain metacognition as an individual’s ability to reflect on one self-state from the 
perspective of another self-state. Elaborating further Dimaggio, Hermans and Lysaker (2010) 
suggest that metacognitive functioning reflects the individual’s ability not only to process 
their own thinking but also to react to their own emotional responses, thereby creating an 
adaptive response to their own environment.  Metacognition involves a level of awareness in 
the individual of the different aspects of the self, alongside an ability to comprehend which 
are appropriate to the given need of any particular situation.  For this to be achieved, it is 
suggested that there needs to be certain degree of coordination amongst these aspects of the 
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self (Dimaggio et al., 2009).  Dimaggio, Hermans and Lysaker (2010) discuss how the ability 
to coordinate between aspects of the self can be understood as being dependent upon the 
presence of a superordinate point of view, suggesting that this view is facilitated by a 
metaposition or metapostions.  Metapositions enable an individual to retain a sense of 
internal consistency in the face of an ever-changing social context, and permit the possibility 
that one may observe the actions of the differing aspects of the self, whilst managing a sense 
of internal coherence (Dimaggio, Hermans & Lysaker, 2010).  
1.2 Aims and Objectives  
This research aimed to explore the multivoicedness of clients who were diagnosed 
with depression by undertaking a dialogical analysis of psychotherapy transcripts from 
therapy sessions.  All the clients, in these sessions, had been assessed and were observed to 
have had symptoms which met the criteria for depression.  By analysing the dialogue in this 
setting, with this clinical population, the intention is to access the naturally occurring I- 
positions and track their patterns of interaction over time.  The overarching aim of this 
research was to enhance clinician’s understanding of depression and explore the ways in 
which working dialogically can improve therapeutic practice.  To achieve this objective, the 
following research questions will be investigated: 
1.How do I-positions interact to sustain depression? 
2.How can psychotherapy facilitate the emergence of adaptive and reflexive I-positions?  
1.3 Methodology  
This study involves a multiple case study design which has been informed by the 
philosophical assumptions of dialogism (Bakhtin, 1981).  The choice of methodology has 
therefore been influenced by the need to utilize a method of analysis which would allow for 
the inspection of the degree of correspondence between theoretical concepts, which inform 
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the design, and the material in the individual cases.  Valsiner (2006) argued that dialogical 
researchers need to develop tools which are appropriate to study dialogical self processes, 
tools which avoid reducing these processes to static entities.  The qualitative method for 
analysing multivoicedness (QUAM) (Aveling, et al 2015), was therefore selected as it is a 
qualitative method which has been created from a dialogical epistemological position, 
specifically for analysing multivoicedness.  This method enables an in-depth analysis of the 
voices of the self, at a micro level, which focuses on the analysis of the language used by the 
individuals and how they engage in autodialogue (dialogue with actual others) and 
heterodialogue (dialogue between the voices of the self) (Aveling, et al, 2015). 
1.4 Rationale for this Study 
Researchers (Brinegar, Salvi & Stiles, 2008; Greenberg and Watson, 2006; Goncalves 
and Ribeiro, 2011; Honos-Webb, Stiles, Greenberg & Goldman, 1998; Osatuke et al, 2007; 
Stiles, 1999; Osatuke, Stiles, Barkham Hardy & Shapiro, 2011) have suggested that 
depression is linked to the dysfunctional dialogue between I-positions within the self.  More 
specifically some researchers suggest that this may be due to a lack of fluidity and flexibility 
between I-positions, creating a rigid self-structure, or a cacophony of disorganised voices 
which creates intrapsychic tension and leads to an apathetic inner shutting down (Dimaggio, 
Hermans & Lysaker, 2010; Stiles, Osatuke, Glick & Mackay, 2004).  These authors suggest 
that it is the dynamic organisation of these I-positions which contributes to the development 
and perpetuation of certain clinical disorders, including depression.  The aim in this study is 
to analyse, with a dialogical methodological tool, how I-positions are interacting in the 
clinical population of participants with depression.  The rationale being that using this 
specific tool for analysis will enable a close observation and interpretation of the relations 
between all the voices of the self.  This specific methodological tool enables the exploration 
of these voices; the inner-Others, I-positions and actual Others and how they interact with 
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one another.  The first research question leads to an examination of the intrapsychic 
dialogical structure of individuals experiencing depression.  The second research question 
addresses what occurs in the psychotherapy process that facilitates change in the individual 
client’s intrapsychic and intrapersonal landscape.  To address these questions the analysis is 
not only focused on the client, but also on the interaction between the therapist and the client.   
This study will involve an examination of depression through a dialogical lens, it aims 
to enhance clinician’s understanding of working with this clinical population by creating new 
insights into the intrapsychic structure of depression, whilst illuminating what processes 
contribute to changes in this structure during the course of psychotherapy. 
  
	 23 
Chapter 2: Literature Review 
 
2.1 Systematic Literature Review 
A systematic literature review was undertaken to identify the research and theory 
pertinent to answering the research questions: 1. How do I-positions interact to sustain 
depression?2. How can psychotherapy facilitate the emergence of adaptive and reflexive I-
positions?  The focus of this search was therefore aimed at delineating information sources 
which would be germane to the multiplicity of self and to psychotherapy process.  Four 
search strategies were used for this systematic review of the literature: 
 
1. Computer search of databases 
2. Review of existing specialist textbooks 
3. Contact of expert sources (including those initiated at the International Conference on 
the Dialogical Self 2018) 
4. Review of reference lists from main selected records 
2.2 Eligibility Criteria 
Eligibility criteria was created which determined the literature which would be included 
in the literature review.  The criteria were composed of the following: 
 
1. Research and theory which was published between 1990 and 2018, as the concept of 
the Dialogical Self (Hermans, 1996; Hermans; Hermans & Kempen, 1993; Hermans, 
Kempen & Van Loon, 1992) originated in the early 1990s this was deemed a suitable 
starting point for the search. 
2. Research and theory included should involve multivoicedness, I-positions or a similar 
description which would pertain to the concept the multiplicity of self. 
3. Research and theory included should involve counselling or psychotherapy research 
or process. 
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4. All forms of methods were permissible, but literature should be within the psychiatry, 
mental health or psychology subjects on the databases utilized for the search.  
2.3 Electronic Sources used for Searches 
Psychinfo and Web of Science were used to carry out searches, and various searches 
were also undertaken with Google Scholar.  Adaptations to the search technique were made 
to suit the relevant database’s idiosyncrasies. Search terms/words were as follows: 
(“Dialogical self” OR multivoicedness* OR i-position*) AND (psychotherapy OR 
psychotherapy research OR evidence OR depression OR psychopathology).  The presence of 
an asterisk after a term meant that all terms beginning with that segment were included in the 
search.  As the previous chapter illuminated, many terms and phrases can be used to denote 
the differing parts of the self.  The terms selected for these searches were deemed to be the 
most commonly used in the research and theory in this field.  




Systematic Literature Review searches for Electronic Sources  
 
Database Total Records 
after Initial 
Search 






Psychinfo 104 Date range 1990 – 2018 
 
44 
Web of Science 1132 Date range 1990 – 2018 








A total of 1609 records were identified from all the databases searched. Within this 
amount 641 were selected after the exclusion criteria was applied.  Following on from this, 
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460 duplicate records were removed, at this stage 181 records remained.  A review of the 
titles and abstracts then led to the removal of 102 further records, as on further investigation 
these did not meet the exclusion criteria.  At this stage, there were 79 records remaining; 
subsequently once each paper was reviewed a final 17 were removed as they did not relate to 
the specific research questions.  This finally led to a total of 62 records remaining, these were 
sorted into two initial categories: research records and theoretical records.  Within the 
research categories, 31 records were identified as qualitative research, five quantitative 






















































1609 records identified through 
searching databases 
641 records after exclusion criteria 
applied 
181 records after duplicates 
removed 
 
79 records after title and abstracts 
reviewed 
62 records once full paper was 
reviewed 
 
968 records excluded 
460 records excluded 
102 records excluded 
17 records excluded 
 









31 Qualitative studies 
5 Quantitative studies  
2 Mixed methods studies 
24 Theory records 
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2.5 Categories within the selected literature 
 
The literature which remained after the selection process was categorised into two 
groups – research records and theory records.  The rationale for this being that the 
investigation was not only aimed identify key works of empirical research, but also to 
identify relevant theory pertaining to the research question.  Separating out these two 
elements at the final stage of the review enabled a clear delineation to be made between the 
two categories which emerged from the systematic review.  For ease of presentation and 
readability these two sections will be discussed within the review alongside one another.  
2.6 Literature identified from other search strategies  
Having carried out the systematic search through electronic sources, other search 
strategies were then deployed.  Specialized textbooks regarding the dialogical self and 
multivoicedness were reviewed, this was to identify references to original research that may 
have met the eligibility criteria for the review.  Secondly some literature was identified 
through expert sources, these sources included researchers in the field, the supervisory team, 
academics and researchers whose work I discovered at the international conference on the 
dialogical self 2018.  Lastly the reference lists of the already identified records were 
examined, and full articles of potentially relevant studies were considered.  
 
2.7 Key Literature  
 
2.7.1 Dialogical research with clinical populations.  Within the area of clinical and 
psychotherapy dialogical research the most commonly used method is the single or multiple 
case study.  Much research has been conducted utilizing case studies to explore narrative 
processes and innovative moments in psychotherapy, mapping the change that occurs in 
client’s during the course of therapy and how these relate to the diverse repertoire of inner 
voices (Ribeiro & Gonçalves, 2010; Goncalez et al., 2011; Gonçalves, & Ribeiro, 2012; 
Ribeiro, Mendes, Stiles, Angus, Sousa, & Gonçalves, 2014).  Theory building case study 
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research of this kind has also been conducted over the last couple of decades by Stiles and his 
colleagues, whose research continues to explore client change processes through the lens of 
the assimilation model (Honos-Webb & Stiles, 1998; Honos-Webb 2005; Honos-Webb, 
Stiles, Greenberg & Goldman, 1998; Stiles et al., 1990; Stiles et al., 1991; Stiles, Meshot, 
Anderson, & Sloan; 1992; Stiles, 1997; Stiles, 1999)  This model theorises that personality 
can be conceived of as a community of internal voices; distinct voices are represented by the 
residue left from previous experiences (Honos-Webb & Stiles, 1998; Honos-Webb & Stiles, 
2002).  Multiple case study examples have illustrated what Stiles (2001) calls the 
“community of voices” incorporates a range of assimilated voices, but crucially wards off 
those which are deemed unacceptable or problematic; these rejected voices remain 
unassimilated and exiled from the community (Stiles, 2001; Osatuke et al., 2007).  The extant 
research generated in this field of assimilation theory sheds much light how intrapersonal 
relations perpetuate this inner community of voices, highlighting how problematic relational 
schema between internal voices generate dysfunction and distress (Dimaggio & Stiles, 2007).  
This conceptualisation is resonant with dialogical self theory as it proposes that it is the 
interaction between the voices of the self which directly impacts the individual’s 
psychological well-being and ability to function, and how problematic relationships between 
voices create distress and contributes to higher levels of dysfunction. 
There has been a wealth of research conducted exploring the dialogical processes 
which emanate from range of clinical populations (Dimaggio, Hermans & Lysaker, 2010).  
Lysaker, Lysaker and Lysaker (2001, 2002) have extensively researched dialogical processes 
in individuals with schizophrenia often using clinical observations from case studies (Lysaker 
& Lysaker, 2002; Lysaker & Hermans, 2007).  Their research argues that changes in the 
sense of self in schizophrenia spectrum disorders may be indicative of the collapse in the 
ability to maintain internal essential dialogue between voices.  They suggest that this inability 
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to maintain dialogue internally and externally can result in three forms of functioning: 1. 
individuals can become monological in their view point, embracing a rigid singular position 
which prevent internal growth or change occurring; 2. succumb to the possibility of 
cacophony - a chaotic internal landscape which can be experienced as self-dissolution or 3. 
an empty form of self-structure, a barren internal landscape void of internal relations.  They 
go on to propose that two processes which are associated with schizophrenia could be 
contributing to this inability to dialogue effectively; affect dysregulation and deficits in 
associative processes.  These two factors which Lysaker and Lysaker (2002) propose 
contribute to schizophrenia are highlighted as being functional areas of deficit in a whole 
range of clinical populations (Dimaggio, Hermans & Lysaker 2010). 
Ryle and Fawkes (2007), theorise that it is the self-other patterns of relating, which 
originate from childhood which determine one’s level of multiplicity.  They used techniques 
from cognitive analytic therapy to analyse what they conceptualised as two distinct 
unintegrated self-states in one participant who was experiencing depression and high levels 
of anxiety.  The analysis revealed his alternation between two very distinct patterns of 
relating to others which created a wealth of inner conflict.  This research involves an 
awareness of the context of the individual participant’s life with an analysis of how the 
individual functions in interpersonal relations.  Often in the literature the analysis only 
focuses on intrapersonal processes excluding the societal and wider relational context.  In 
research by Dimaggio (2012) for example, which explores dialogical processes in individuals 
diagnosed with personality disorders, there is a focus on dysfunctional inner organisation 
patterns and how these impact on an individual’s ability to create cohesive self-narratives.  
However, there is a lack of attention paid to the individual’s contextual world, to the cultural 
and societal world they inhabit at that moment in time.  This is the case in much of the 
psychotherapeutic research in this area, and may be due to the methodological tools being 
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used.  Most of the methods used do not analyse the other in the self and therefore only allow 
an analysis of the intrapsychic processes of the individual.  For example, in the subsequently 
much analysed case of Lisa (Honos-Webb & Stiles, 1998) two conflicting voices are 
identified as topdog and underdog and these have contradictory views on how Lisa should 
relate to her mother and her gambling husband.  Whilst the analysis discusses how these 
voices relate to one another and her feelings towards these Others, there is an absence of any 
discussion of how the Others of mother and husband informs the creation of these voices and 
a lack of attention to the wider context which informs Lisa’s attitudes. 
Hermans (2002) argues that the dialogical self is a society of mind, intertwined with 
the minds of Others, and constructed through the multitude of interactions one has 
experienced in the social world.  Whilst most psychotherapy researchers in the dialogical 
field seems to acknowledge this theoretical position, they then neglect this aspect in their own 
analytic process.  The same criticism can be said of the case of Joan (Osatuke et al, 2007), a 
woman who was experiencing depression whose case was analysed using the assimilation 
model.  The research illustrates how the therapist intervened to enhance communication 
between two incompatible voices within Joan; and interpersonally submissive voice and a 
dominant voice. Joan had severe depression, reported fatigue and lack of social life, she was 
living in poverty whilst working full-time and attempting to provide for the household.  In 
her relationship with her husband it was reported that she was criticised for not cleaning the 
house well enough, and verbally abused by her husband.  Whilst these factors were listed in 
the research paper under client description, the cultural and societal influences which effect 
Joan’s functioning are not then attended to in the analysis.  Joan’s sense of moral duty to look 
after her husband is identified but this is interpreted as a block to her being able to achieve 
therapeutic change, and not a consequence of internalised beliefs which emanate from her 
background growing up at a certain point in history and in a certain area of the country where 
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these attitudes quite reflected the dominant view.  Wertsch, (1990) proposed that in Bakhtin’s 
view individuals do not only speak from themselves, but in their utterances are the voices of 
groups and of institutions.  In neglecting the context of participants lives the analysis 
becomes one dimensional, as it does not consider the complexity of the individual’s 
multiplicity.  What this research does very well however, is to highlight the problematic inner 
structural hierarchy present in certain clinical populations.  
  Burkitt (2010) critiqued Hermans’ (2001, 2002) concept of the I in the dialogical self 
– in particular the conception that the I has the propensity to move “at will” between 
positions and voices.  Burkitt argues that as our sense of self is enmeshed with the voices of 
others from the beginning of our lives, these voices of others are capable of “intruding into 
our self-consciousness and our responses to others, often in unwanted, unplanned, unwilled 
and surprising ways”.  This perspective presents a self which is saturated with others, and 
presents the I as just another voice amongst many voices.  The main distinction here between 
Burkitt and Hermans’ conception of the I is determined by the question of how aware one can 
be of the self and hence how known the I can be. Burkitt argues that implicit voices can be 
hidden within explicit dialogical utterances.  I find myself concurring with Burkitt here, 
acknowledging that the voices of other within the self can “emerge in surprising and unwilled 
ways” and that this is often an involuntary process which individuals experience.  
2.7.2 Asymmetrical relationships and dominance.  Many researchers and theorists 
have highlighted the problems which arise from an internal asymmetrical structure, where 
within the hierarchy dominant I-positions prevent others with alternative views from having a 
voice (Brinegar et al, 2008; Valsiner, 2002).  Salvini et al. (2012) performed a dialogical 
analysis of psychotherapy transcripts from a single patient who had a diagnosis of bulimia 
nervosa.  Their research highlighted the level of asymmetry present within the individual, 
they argued that the more asymmetrical the dialogs are in an individual the more 
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dysfunctional characteristics they inhabit, as there is less opportunity for modification of 
dominant voices via mutual influence.  Dominance within the internal repertoire of I-
positions is conceptualised as an integral aspect of the dialogical self, as it is an element 
essential to the dialogical interchange (Hermans, 2002).  
 Dominance can take a range of different forms in the dialogical self Hermans, (1993) 
listed four types:1. topic dominance; topics are introduced, maintained and then fixed with 
certain perspectives, Hermans asserts that this form can lead to a supreme level of dominance 
within the repertoire.  2. interactional dominance, whereby the initiation-response structures 
are asymmetrical with the dominant party making the majority of moves, 3. dominance can 
involve the amount of talk, the number of words, questions etc.  4. Finally, Hermans suggests 
that there is the use of linguistic devices which may influence the direction of the dialogue, 
these rhetorical creations can be delivered in the form of metaphors, grammar, or other verbal 
formulas.  Dimaggio, Hermans and Lysaker (2010) suggest that Diminished multiplicity – an 
insufficient amount of voices in the internal repertoire – may result in a singular self-
organisation where only a limited number of voices are available to function and organize the 
self-structure.  This dysfunctional structure has been identified in many clinical populations, 
and it is suggested that this type of organisation may contribute in a rigid, monological, 
overly organized self.  Dominance within this kind of structure may result in a lack of 
internal resources to be drawn upon when the individual finds themselves in a variety of 
different contexts, this is problematic as different contexts often require creative and adaptive 
responses from an individual (Gillespie and Cornish, 2014).  
The notion of ambivalence in an individual is conceptualised by some researchers as 
the result of a fixed pattern of dominance by one I-position in the repertoire (Brinegar et al., 
2006; Ribeiro & Goncalves, 2011).  They theorise how this fixedness in the self-structure 
commonly leads to poor therapeutic outcome due to recurring repetitive patterns which 
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prevent processes of change occurring.  Bell (2013) investigated long term ambivalence in a 
longitudinal single case study, over a three-year period, with a patient who had been 
diagnosed with an eating disorder.  Bell makes the point that ambivalence should be 
considered in the light of the architecture of the self (Zittoun, 2006), that differing voices may 
be speaking from different semiotic levels within the self-structure, which are endowed with 
different semiotic levels relating to their distinct development.  This is a point which relates 
back to the research by Ryle and Fawkes (2007) mentioned earlier, as it relates to how voices 
are formed, and what relational patterns they enact with others.  This is an important 
consideration when analysing dialogue between client and therapist, but it is a consideration 
not elaborated upon in the vast majority of the psychotherapeutic research in this area. 
 
2.7.3 Depression and dialogical research.  Using the self-confrontation method 
Hermans (1999). mapped three types of depression: 1. depression as prolonged grieving, 2. 
depression as inward aggression and 3. depression as hopelessness and helplessness. This 
research by Hermans (1999) specifically links depression to problematic narratives, 
especially those narratives which are defined as having occurred as a result of problematic 
experiences.  Psychotherapy researchers and theorists have concurred that meaning is created 
through the construction of narratives which address significant others, ourselves, and 
imagined others (Angus & Mcleod,2004; Bruner, 1986; Goncalves, Matos, & Santos, 2009; 
Sarbin, 1986).   
Researchers have also extensively explored the role that narrative plays in the 
structuring of the internal landscape of the mind and the formation of identity (Goncalves, 
Matos, & Santos, 2009; Goncalves et al., 2011).  There has been a focus on how dominant 
narratives change over the course of therapy and coding systems have been developed to map 
this process (Goncalves, Ribeiro, Matos, Santos & Mendes, 2011; Goncalves et al., 2009).  
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Much of the exploratory work in this area has focused on investigating this process with 
individuals experiencing depression.  Some of this research has involved an analysis which 
highlights where this reconceptualisation of a problematic narrative fails, documenting how 
the individual can become trapped in a cycle of what is termed by Valsiner (2002) as ‘mutual 
in-feeding’.  This seems to be a common occurrence in individuals who are experiencing 
depression.  During this process, ‘innovative moments’ (Goncalvez et al., 2009) emerge but 
are soon evacuated by the return of a problematic voice and its accompanying narrative. This 
perpetuates a dysfunctional cycle between voices, all of which re-enforce the problematic 
narrative (Cunha, Goncalves, Valsiner, Mendes, & Ribeiro, 2012).  These findings could be 
understood as being another way to understand the effects of domination within the self-
structure; as Goncalvez et al. (2009) conceptualise these phenomena as ‘a return to the 
problem marker’ this could also be understood as the dominant voice once again seizing 
control of the repertoire.   
 The link between problematic experiences and depression has been investigated 
extensively by Stiles and his colleagues in their formation of assimilation theory mentioned 
earlier in this chapter.  Stiles collaborated on a study (Osatuke et al., 2007) specifically 
examining how submissive voices dominate in depression.  This research presents a 
paradoxical picture of how submissive passive voices can dominate other more active voices 
in individuals with depression, noting how commonly individuals with depression avoid 
acting dominantly in their interpersonal relations, and find it difficult to be assertive in their 
interpersonal relations.  Stiles (1999) proposed that certain external events may trigger a 
chain of depressive affect; as assertive voices within the self react to these events in ways 
deemed, by other more apathetic passive voices, as problematic and unacceptable.  Osatuke 
et al. (2007) explain this as a process involving the more assertive voices being perceived as 
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problematic, and subsequently suppressed, domination is operating internally within the 
community of voices to ward off these assertive agentic parts.   
Glick et al. (2004) propose that the passive stance, the indecisive attitude and the 
negative affect commonly found in depressed individuals, is a result of the repeated 
intrapsychic conflict, which is not fully experienced.  Over a sustained period, this pattern of 
suppression of assertive more agentic voices can lead to a reinforcement of the belief that the 
world is not a benign place, this may impact one’s sense of self-worth and power and position 
one in a potentially unjust world (Stiles, 1999).  This theoretical understanding of depression 
aligns with the conceptualisation of depression by Beck (1976) with his model of the 
cognitive triad; the triad contains three negative views which Beck proposes are key in 
understanding the belief system of someone experiencing depression 1. Negative view of the 
world 2. Negative view of the future and 3. Negative view of oneself.   
Stiles’s (Stiles et al., 1990; Stiles et al., 1991; Stiles et al., 1992; Stiles., 1997) extant 
research involving the assimilation model presents a conceptualisation of self which 
incorporates many aspects and in which depression is a by-product of the constriction felt by 
disavowing unwanted voices or I-positions.  These ideas align with the views from the field 
of emotion focused therapy and their conception of depression.  Greenberg and Watson 
(2006) have extensively researched their model of emotion focused therapy with individuals 
experiencing depression; within this model they conceptualise the self as modular, composed 
of a dynamic organizing system that functions through multiple interactions, which are 
continuously a response to an ever-changing environment.  
These multiple layers of processing can be compared to Zittoun’s (2006) concept of 
self-architecture, a model of self constituted of and constructed from differing levels of 
semiotic meaning which have occurred and which support transitional processes (as 
mentioned earlier in this chapter).  Greenberg and Watson (2006) explicitly credit the role of 
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emotional experiences as being key to shaping the structure of the individual’s inner world, 
indeed they suggest that it is emotion itself which is the creative driving force in people’s 
lives.  They also concur with Stiles (1999, 2001) and Goncalvez et al. (2009) about the role 
narratives play in the manifestation and in perpetuation of depression, citing two major 
narratives relating specifically to depression which they have repeatedly identified in their 
research: 1. a “weak” fear based narrative, a dependency on others for acceptance and 2. a 
shame based “bad” self which fails to live up to high perfectionist standards.  These two 
concepts are very similar to the already mentioned theory originated by Blatt (1974) of the 
two different forms of depression which both originate from interpersonal relations: anaclitic, 
which involves fears of abandonment and a certain level of dependency on others and 
introjective, which involves a self-critical aspect and feelings of low self-worth. 
In emotion focused therapy research (Greenberg and Watson, 2006), the most 
commonly occurring features identified in participants who were experiencing depression 
were the mechanisms of withdrawing or shutting down at an emotional level, and an 
accompanying sense of disempowerment and powerlessness.  They also identified a 
reluctance amongst participants to experience core emotions, disowning these aspects of their 
experience, adopting self-critical attitudes to their problems and blaming themselves which 
often led to a passive submissiveness (Greenberg & Watson, 2006).  When negative emotions 
were evoked these participants tended to have unhelpful strategies to cope with them; often 
relying on a shutting down defense to prevent any more feeling, withdrawing completely 
from others and isolating, or becoming extremely self-critical or other critical.  Blatt (1974) 
argued that individuals who experience an anaclitic dependent form of depression are very 
reluctant to verbalize or express feelings of anger for fear of losing the much-needed support 
of significant others.  This theory suggests that these individuals suppress their anger and 
become submissive as they prioritize their need for care from the Other.  These findings are 
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replicated in assimilation theory research by Osatuke et al. (2007) where the analysis of 
psychotherapy transcripts leads to the finding that submissive voices dominate in depression.   
 
2.7.4 Depression and the processing of emotions.  Process outcome research 
analysing emotion focused therapy with depression has identified that both deeper emotional 
processing in the latter stages of therapy (Goldman, Greenberg & Pos, 2005) and increased 
emotional arousal at midpoint of treatment, alongside reflection on the increased emotion at 
this juncture, predicted treatment outcomes (Watson & Greenberg, 1996).  It is proposed in 
the light of research findings like these, and others which concur with these findings 
(Greenberg & Pascual-Leone, 1996; Greenberg, 2002; Samoilov & Goldfried, 2000; 
Missirlian, Toukmanian, Warwar & Greenberg, 2005), that working with clients to enhance 
their ability to tolerate and process emotions is key to good therapeutic outcome when 
working with depression.  These findings support the theories put forth by Greenberg and 
Watson (2006) specifying that it is the way individuals process emotion that informs the 
architecture of the internal dynamic self-structure which is problematic, and in turn can lead 
to an individual experiencing depression.  The research which suggests that emotional 
processing is integral to working with depression aligns with previously mentioned dialogical 
research which discussed how certain voices, which are accompanied by problem narratives 
and accompanied by unwanted emotions, are warded off and silenced in the internal 
repertoire (Stiles, 1999; Brinegar et al., 2006).  Keeping these unwanted voices silent leads to 
a process of mutual in-feeding (Valsiner, 2002; Ribeiro & Goncalves, 2010), perpetuating a 
problematic intrapsychic cycle, as the dominant voice inhibits other voices in the repertoire 
and prevents them from expressing themselves.  
 The internal interactional processes highlighted by these researchers illuminate how 
the inability to tolerate certain levels of emotion leads to an avoidance of it, and subsequently 
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the emotion is not processed.  This can be conceptualised in a dialogical form as the 
dominant I-positions perpetuating a cycle where certain emotions are prohibited from 
expression.  This concept links emotion focused therapy, the assimilation model and the 
innovative moments research, as these theories contain within them an account of how the 
problematic relations between voices contribute to ambivalence and to depression by way of 
suppressing emotion.  
 
2.7.5 The importance of the dialogical space.  Hermans, Kempen, and van Loon, 
(1992) theorised that I-positions co-exist with inner-Others and engage in intrapsychic 
dialogue in a metaphorical landscape – in an imaginal space.  It is in this space that the 
relations between I-positions are negotiated, and new meaning is constructed.  In 
psychotherapy, this space involves a consideration of the therapist and the client, and how the 
interaction they engage in co-creates a unique intersubjective realm (Georgaca, 2011).  
Bromberg (1996) describes an optimally functioning self as one which can engage in a 
dialectic between its separateness and its sense of unity, without barring any form of 
communication between them.  Bromberg (1996) also argues that dissociation is a healthy 
adaptive function allowing these separate self-states to function, screening out irrelevant 
information and enhancing abilities for integration.  This resonates with Rowan’s (2010) 
position on multiplicity; that the more an individual is aware of his or her different positions 
or voices, paradoxically he or she feels more whole.  Bromberg returns to the idea of space as 
he suggests that health is “the ability to stand in the spaces between realities without losing 
any of them – the capacity to feel like one self while being many” (2013., p. 142). He goes on 
to explain his understanding of standing in these spaces as being a metaphor for making room 
for fresh subjective reality, a reality not already known to the self.  Making room allows for 
the creation of an intersubjective unique space both in the internal landscape of the mind on 
an intrapersonal level, but also in the external interpersonal world between therapist and 
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client.  The therapist occupies an integral role in the ability to open up this metaphorical 
space, as they have the opportunity to introduce this ‘fresh subjective reality’ that Bromberg 
(2013) refers to. 
 Valsiner (2002) suggests that when I-positions are rigidly restricted within their 
internal landscape they may block processes of change, minimizing the possibility of 
movement, and making it harder to accept what Stiles (1999) terms the ‘injection of new 
schemata’ into a client via the therapist.  Most researchers in this area concur that to illicit 
change processes there needs to be space in the client’s intrapersonal landscape for them to 
take in what the therapist is offering (Konopka & Van Beers, 2014; Konopka, Neimeyer & 
Jacobs-lentz, 2018).  Morioka (2012) makes this very point, using the Japanese cultural 
concept of ma to explain the importance of the shared therapeutic space, a space for 
dialogical exploration in this area of “in-between” (Morioka, 2012., p. 391), this is the area 
referred to by Bromberg (1996, 2013) where therapist and client stand in the spaces. The 
research suggests that therapists need to propagate a sense of space in the therapeutic 
relationship, this is in order to facilitate new adaptive and reflexive I-positions.  Once the 
configuration of the internal repertoire is refreshed, either by the arrival of new I-positions or 
the emergence of once hidden I-positions, narratives can be reformulated, meaning can be re-
considered, and there is the possibility for emotion to emerge and be tolerated in the 
intersubjective space.  
 
2.7.6 Therapist and client in the dialogical space.  The impact the therapeutic 
relationship has on change processes in psychotherapy has been investigated through a 
dialogical lens, and studies have illustrated how therapeutic interaction is a co-created 
process (Janusz, Jozefik & Barbaro,2012; Mihalits, 2015; Ribeiro et al., 2014; Rober, Elliott, 
Buysse, Loots & De Corte, 2008).  The concept of power in the therapeutic relationship has 
been considered from a dialogical perspective by Guilfoyle (2006), who theorised that there 
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are institutionalized positions which therapist and client adopt.  These positions regulate the 
circulation of power, which in turn influences the creation of new I-positions.  Guilfoyle 
discusses how power is often linked to monological processes in psychotherapy and that 
dialogue is presented as being absent in power; however, he asserts that this is not always the 
case, as cultural constructions of both therapist and client shape the interaction in the dyad, 
coordinating the action which takes place.  Acknowledging these often-occurring 
constructions of power, Hermans (2001, 2003) argues that therapeutic applications of the 
dialogical self tend to include a drive to create a more equal relationship between therapist 
and client.  Guilfoyle (2006) questions whether this is indeed possible, and he suggests that 
three assumptions made by the therapist regarding the client are implicit: knowability, 
malleability, and deference.  Guilfoyle (2006) draws on the example of the creation of a 
metaposition, common in dialogical self theory literature (Hermans, 2003, Dimaggio, 
Hermans & Lysaker, 2010) to illustrate this point.  
This literature is highly relevant to this research as it is examining the origins of the 
co-created interaction between therapist and client, mapping how a cycle of interaction is 
performed in the therapy room, and how it is shaped by inequality born out of cultural 
influences which locate themselves within the therapist and the client.  It is crucial therefore 
to analyse the interaction between these two parties, and only in doing this can a dialogical 
understanding of the client be achieved, this is because the ongoing dialogue is 
fundamentally being shaped moment to moment between client and therapist in the room.  
 
2.7.7 Metacognition and the metaposition.  The literature presented in this review 
describes the self is a conglomerate of multiple aspects, which cannot be distilled to represent 
a core or a true singular self (Dimaggio, Hermans, & Lysaker, 2010).  Different voices have 
distinctive affective tones, differing intentions and motivations (Osatuke et al., 2005).  
Clinical research (Hermans, Dimaggio & Lysaker, 2010; Lysaker, Lysaker, & Lysaker,2001) 
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has suggested that both a lack of multiplicity and its opposite, an excess of voices, are both 
linked with significant psychopathology.  There is a wealth of research aimed at determining 
to what extent a multiple self is a healthy self by measuring the degree of multiplicity (Chen, 
Boucher & Parker Tapias, 2006; Koch & Shepperd, 2004; Rafaeli-Mor & Steinberg, 2002) 
these studies, however, produce quite contradictory results.  
What Dimaggio, Hermans & Lysaker (2010) suggest is most relevant to 
understanding psychopathology and multiplicity is to question whether the emergence of I-
positions is appropriate to the emerging context.  In order to deploy the relevant I-position, 
one needs to have an awareness of the different I-positions available within the self.  The 
ability to recognise and be aware of these self-aspects is conceptualised as being a key 
component of self-reflection and what Dimaggio and Lysaker (2010) term metacognition –
the ability to think about one’s own thinking processes, and in understanding the thoughts of 
others. 
A variety of clinicians have highlighted a deficit in various clinical populations in the 
capacity to recognise aspects of the self, and a difficulty in being able to reconcile these 
aspects within one’s own personal experiences and narratives (Bateman & Fonagy, 2004; 
Dimaggio, Semerari, Carcione, Nicolo & Procacci, 2007; Greenberg, 2002; Stiles, 1999). 
Dimaggio, Hemans & Lysaker (2010) suggest that poor self-reflection capabilities are a result 
of reduced conscious access to inner voices.  They propose that this impoverished access to a 
representation of the inner landscape of the mind impacts functioning, as different aspects of 
the self are not aware of one another, creating a lack of internal integration.  
Hermans (2001) argues that the growth of a metaposition or metapositions in therapy, 
can enable a sense of coherence and aid the coordination of different aspects of the self to 
resolve conflicts and negotiate new solutions to problems.  Hermans (2001) defines a 
metaposition as a position in an individual’s narrative that can observe the activities of other 
	 42 
autonomous positions, bestowing a sense of internal coherence with an acknowledgement of 
the self’s multiplicity.  
Georgaca (2001) suggests that the most crucial aims of psychotherapy are to reduce 
dissociation between positions, as well as reducing their accompanying rigidity or fixed sense 
of order, this is to facilitate a more fluid and adaptive relationship between them.  She 
acknowledges that to engage with this process, an increase in reflexivity is needed, but points 
out the danger of encouraging the development of a reflexive position, as this burgeoning 
position may silence more passive voices.  The negative repercussions of this could be the 
production of a monological self; an overseer of the action, who takes on the role of being the 
voice for the other positions, and hence the creation of an inner dictatorship. 
The concept of the metaposition implies a certain fixedness, Rowan (2010) discusses 
the dangers of reification when considering multiplicity of self – and is critical of theories 
that become static fixed universal objects, independent of subjective meaning.  He elaborates 
that the beauty of the concept of I-positions is that they are not fixed; they are what the 
situation demands.  This raises the question of does the situation demand a metaposition, or 
does the therapist demand a metaposition?  Guilfoyle (2006) expands on this problem further; 
championing dialogical self theory as a way of seeing ourselves and others as interconnected 
but also unfixed beings.  He suggests that it is the idea of “un-finalizability” (Bakhtin, 1981) 
which avoids individuals being objectified; that fluidity and un-fixedness enable the other to 
be as other.  Perhaps another solution to facilitate reflexive function is to attempt to forge 
what Honos-Webb et al. (1999) term meaning bridges; links between different voices which 
facilitate change and encourage integration in the repertoire, this may remove the need for 
appointing an over-arching metaposition.  This puts the focus therapeutically back on 
working on the in-between, the dialogical space and the relations within it, (Bromberg, 1996; 
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Morioka, 2012), a space where new meaning is constructed, and change is facilitated by both 
parties, therapist and client intersubjectively.  
2.8 Summary.   
To conclude this chapter, I shall refer again to the research questions: 
 
1. How do I-positions interact to sustain depression? 
2. How can psychotherapy facilitate the emergence of adaptive and reflexive I-positions?  
In holding in mind these research questions I conducted an extensive review of the 
relevant literature.  The two categories drawn on in this review, which were research 
conducted in the field, and the relevant theoretical literature pertinent to the study, 
highlighted a multiplicity of factors relevant to this thesis.  As I have followed the meaning 
chains of various papers and books, and the ideas and findings which they present, I have 
been aware of how, when subsequently including these pieces of literature into the review, I 
am in the act of recycling the words of others in a very dialogical way.  In fact, I have grown 
more and more aware, during this process, that all the words I present here are borrowed 
from others, who in turn have borrowed them from others.  Reflecting on the definition of 
terms in the beginning of this chapter, I explicitly draw on the words of others, researchers, 
academics, clinicians etc. to state what my own terms will be which will be utilised in this 
analysis.  However, these terms are not my own, but are borrowed from these inner-Others of 
mine to present this thesis.  The synthesis of these findings can be compared to the hierarchy 
within the self, certain researcher’s voices are more dominant in this evaluation of the 
literature than others, some are minor players languishing in the background, whilst others 
are forming the very skeleton of this review.  It is this organisation of the material, which can 
be likened to the dynamic organisation of the self, which is unique to the individual, unique 
to my own semiotic judgement. 
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A wide range of dialogical research has been reflected upon in this review, with an 
acknowledgement that multivoicedness is a theoretical concept being utilized in many fields, 
and benefiting from the cross fertilization of ideas, not only from different modalities within 
the psychotherapy research field, but also in the wider research community as a whole.  In 
initially focusing on the first research question pertaining to the maintenance of depression, 
this review initially considered, from a more overarching perspective, existing research with 
a variety of clinical populations and then focused on the problematic hierarchy which can 
occur within the dynamic structure of the self.  Issues relating to asymmetrical relations and 
dominance were then discussed with an exploration of how a normal dialogical process of 
two internal voices interacting can become problematic when strategic defenses are deployed 
to maintain a dominant hierarchy - as opposed to an inner democracy.  A wealth of clinicians 
and researchers have illumined how crucial the relational dynamics within the inner 
landscape of an individual are to healthy functioning.  This is certainly the case when 
considering the literature more specifically when regarding the experience of depression.  In 
this field of research the role of problematic narratives and experiences are presented as key 
to understanding the process of change in therapy with individuals who experience 
depression.  Alongside this, the role that emotional processing plays in maintaining a 
problematic self-structure was explored, as much of the clinical research linked an inability to 
tolerate emotions with depression. 
The paradox of submissive voices dominating in individuals who experience depression 
(Osatuke et al, 2005), was one finding which provided, through research, a theory of how 
intrapersonal relations between I-positions contribute to the very mechanisms of depression.  
Other research confirmed this process, and elaborated further upon it; explaining how some I-
positions are warded off within the self, and denied a voice, whilst others operate front stage 
controlling the proceedings (Osatuke et al., 2011).  This research highlights how significant 
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the web of interactive patterns between I-positions is, and proposes that understanding the 
relational dynamics between voices is key to understanding the mechanisms of depression. 
The second research question addressed how psychotherapy can facilitate the emergence 
of new adaptive and reflexive I-positions.  A consideration of the co-created nature of the 
therapeutic relationship was fundamental to answer this question.  The concept of therapeutic 
space was then explored; this area was considered from a dialogical perspective considering 
how the metaphorical space within the imaginal inner landscape provides the right conditions 
to encourage and facilitate a process change within the repertoire of positions.  This led into 
an exploration of another crucial element pertinent to this research; the specific contribution 
of the therapist.  At this point power was considered and a critical eye was cast over some 
ideas pertaining to dialogical self theory, namely that of the creation of an egalitarian 
therapeutic relationship.  These ideas involved a consideration of the social aspects of the 
self, and linked back to original concepts which were mentioned at the beginning of this 
review, which involved measurement of the dialogical self, of the society in the self, and of 
the challenges of creating empirical research to explore this important area more extensively. 
In conducting this review, I was drawn to the ideas put forth by Georgaca (2011) on the 
essential elements that should be considered when conducting dialogically based 
psychotherapy research.  Clearly stated are four guiding principles; the first addresses the 
point that dialogically based psychotherapy research should be centered in the view of 
psychotherapy as being a semiotic process, therefore the meanings produced in actual 
psychotherapy sessions should be analysed.  Secondly, she suggests a micro-analysis of 
positions should be embarked upon, illustrating the positions which comprise the self. 
Thirdly the analysis should be inclusive of the therapist and the client; exploring how the 
therapist interacts as an Other, and how this informs the client’s positioning.  Lastly the role 
that social and cultural processes play in the construction of the self and the construction of 
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the interaction in the therapeutic dyad should also be considered.  The majority of researchers 
whose work is explored within this study agree with these research directives from a 
theoretical perspective, but have not been able to fully incorporate them into their practices 
(Georgaca, 2011).  This may be in part due to the paucity of methodological tools which 
enable these directives to be accomplished.  However, the new method which is being used in 
this research has the capacity to enable a dialogical analysis which incorporates all of these 
points.  It is my hope that in utilising this new method I can create a piece of research which 
incorporates into its analysis a view of how societal, historical and cultural processes are 
reflected in the client’s, and to some extent the therapist’s, inner world; creating a dynamic 
interactive system inhabited by a multitude of others, an inner community, known as the self. 
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Chapter 3: Methodology 
 
The overarching aim of this research was to enhance clinician’s understanding of 
depression and ways in which working dialogically can effectively improve therapeutic 
practice.  This chapter outlines the methodology of the current research, including the 
theoretical underpinnings of its epistemological position.  The procedure for carrying out a 
qualitative method of analysing multivoicedness with this clinical sample will be justified 
and outlined, and the method of analysis explained.  This chapter will also detail ethical 
considerations and elaborate on the validity of this research, and will include an explanation 
of my own positioning in regards to this research.  
3.1 Qualitative Paradigm 
Coyle (2015) defined qualitative psychological research as “involving the collection 
and analysis of non-numerical data through a psychological lens (however we define that) in 
order to provide rich descriptions and possibly explanations of people’s meaning-making - 
how they make sense of the world” (p 10).  Willig (2013) suggests that qualitative 
researchers are aiming to understand what it is like for individuals to experience particular 
conditions in their lives.  In this study, the lens which Coyle (2016) refers to is dialogism, and 
the condition which Willig (2013) reports that qualitative research will help us to understand, 
is depression.  This research analyses multiple case studies: pertinent to this, McLeod (2010) 
writes how within qualitative studies, particularly case study research, there can be several 
hundred observations collected for a single individual participant.  This puts qualitative case 
study research in a privileged position in its ability to capture, and harvest, evidence of 
complex processes in psychotherapeutic settings.  
The rationale for selecting a qualitative approach for this research emanates from its 
epistemological position of dialogism, whilst quantitative methods have been used in 
dialogical analyses these are predominantly self-report designs.  Gillespie and Cornish (2010) 
	 48 
assert that the analysis of the dialogical self and intersubjectivity using self-report processes 
of analysis is problematic, proposing that more qualitative analyses are needed in order to 
investigate the more nuanced and subtle relational dynamics, including explicit and implicit 
positionings.  This study analysed the I-positions in clients receiving therapy by performing a 
retrospective dialogical analysis on the transcripts from the therapy sessions.  It was designed 
to identify I-positions in their natural habitat, and therefore needed a qualitative method to 
mine their language, looking for the explicit and implicit I-positions present which may not 
have been conscious to awareness of the participant. 
3.1.1 Theoretical assumptions.  Theory is defined by McLeod (2010) as a system of 
ideas that somehow represent an aspect of the world, these are often structured, according to 
Rapaport and Gill (1959) in terms of the different levels of abstraction.  Abstract concepts 
may embody underlying philosophical assumptions, in this study for example, the 
philosophical assumptions of dialogism inform the multiple case study design.  The intention 
in this theory-orientated research, was to engage with the complex ideas that compose this 
theory, with the aim of uncovering the degree of correspondence between these concepts and 
the individual cases.  
As has already been discussed in the previous chapter, the self in contemporary 
psychotherapy research across modalities is increasingly being conceptualised as plural, 
multiple or multivoiced (Hermans, Kempen, Van Loon, 1992; Bromberg 1996; Honos-Webb 
et al, 1999; Osatuke et al, 2005).  This conceptualisation of a mulitvoiced self partially 
originates in the theoretical tradition of dialogism; Bakhtin suggested that ‘the other is not in 
opposition to the Self, but is in fact part of the Self’ (Bakhtin, 1981, p 354).  Dialogical self 
theory (Hermans, Kempen & Van Loon,1992) 0riginates from the philosophies of Bakhtin, 
Voloshinov and Mead, it conceives of the self as being polyphonic, with different voices who 
have the potential to experience dialogical relations with each other, being part of a 
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communicative interchange (Hermans & Dimaggio, 2004).  Within the tradition of dialogism, 
the individual is not the basic unit of analysis - it is the interaction, or the utterance, that is the 
fundamental unit.  The utterance, according to Bahktin (1986) and Mead (1922), is dependent 
on the future response of the audience, which finalises its meaning thereby defining its 
boundary.  As linguistic communication involves an orientation to the anticipated response of 
the audience, this anticipated response is already embedded in the utterance itself, even 
before the audience has received it.  Therefore, an integral aspect of dialogism is the 
acceptance that every utterance can only be known if considered in the light of the anticipated 
audience which it aims itself at, and the actual one that it experiences.  The term addressivity 
(Bahktin, 1986) was used to explain how utterances adapt to and position the audience.   
In this dialogical analysis, the focus was on the linguistic interaction between voices of the 
self, and inner others, and there was an examination of the addressivity of the utterances.  
A qualitative paradigm enabled this micro level in depth analysis of the participant’s 
language, it also afforded what Morrow (2007) theorised as being a more congruent 
relationship with counselling psychology, as it had an emphasis on narrative processes.  
Narrative knowing, as expressed by Bruner (1986, 1990) consists of stories about everyday 
life which enable an individual to organise experience, to reflect purpose and intentionality.  
Bruner (1986,1990) proposed that psychology built a science based on paradigmatic 
knowledge, ignoring the role of the narrative, and Polkinghorne (1995) concurred with this 
position, adding that both narrative knowing and paradigmatic knowledge are needed in 
psychology to inform a balanced approach.  The use of case studies in this design permits for 
what Yin (2009) calls an empirical inquiry; the investigation of the contemporary phenomena 
of multivoicedness in an in-depth way, in its real-life context. This study was created as a 
theory-building case study and can be described as discovery orientated (McLeod, 2010).  
Stiles (2007) suggested that observations change theories, this may be in a confirming or 
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disconfirming way, and that this may lead to a strengthening or a weakening of the theory; he 
suggested that the constructive element of theory building research is its ability to refine, 
modify and extend a theory as the observations permeate it.  
3.2 Dialogical Analysis 
One of the most distinctive features of dialogical self theory is the cross-fertilization 
from many different scientific fields, which include sociology, anthropology, theology to 
name but a few (Hermans & Gieser, 2012).  There is, however, an awareness that the 
literature in this field is dominated by theoretical advances rather than methodological ones 
(Hermans, 2007; Aveling, Gillespie & Cornish, 2015).  A wide range of methodologies have 
been used from the differing disciplines, these include experimental research (Hermans, 
1999; Stemplewska-Zakowicz, Walecka, Gabinska, 2006), self-report questionnaires 
(Rowinski, 2008), mapping of bi-plots (Kluger, Nir & Kluger, 2008) self-confrontation 
method (Hermans & Hermans Jansen, 2001), positioning microanalysis (Salgado, Cunha, 
Bento, 2013), personal position repertoire (Hermans, 2004) and dialogical sequence analysis 
(Leiman 2004, 2012). 
  Jasper, Moore, Whittaker and Gillespie (2012) argue that the current methodologies 
available are not designed to examine the dialogical self as socially situated.  They suggest 
that these methods allow for an analysis of the voices within the dialogical self, but not the 
interaction between these internal voices and the significant others with whom they have 
social relations.   The ability to analyse the interactions between the internal voices and the 
significant others is crucial: Valsiner (2002) suggests that the dialogical self has two domains 
that of the intra-psychological or autodialogue, and the interpsychological: heterodialogue. 
He theorises that an individual operates on both types of dialogue, and that they are indeed 
entwined.  As the individual attempts to speak to a listener, he or she is simultaneously 
hearing his or her own words, this becomes part of the process of autodialogue, regardless of 
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the answer from the listener.  The main problem which was highlighted by Jasper et al. 
(2012) is that all the existing methodologies mentioned take the individual as the main unit of 
analysis, and do not extend to the examination of the interpsychological relations with actual 
others in their lived social context.  
Another limitation of the existing methodologies is that they largely rely on self-
reflection and self-report questionnaires (Jasper et al, 2012; Aveling et al, 2015).  This raises 
the question of whether aware individuals can be fully aware of the full repertoire of their I-
positions, and whether all I-positions can be adequately investigated using self-report.  
Alongside this point is the question of how aware individuals would be of the nature of the 
relationships between these I-positions.  Jasper et al. (2012) argue that individuals are not 
fully aware, and particularly identify the meta-metaperspectives as being difficult to examine 
in this way.  Considering how entwined the self is with the other, a dialogical methodology 
needs to be able to study intersubjectivity.  Garfinkel (1984) described intersubjectivity as the 
shared, and often implicit, assumptions that facilitate human communicative interaction.  
Other scholars have emphasised the embodied nature of intersubjectivity (Merleau-Ponty, 
1945) which is non-reflective, and therefore invisible to self-report.  
3.2.1 A qualitative method for analysing multivoicedness.  A new qualitative 
method for analysing multivoicedness (QUAM) was devised by Aveling, Gillespie and 
Cornish (2015).  This method was designed to identify the varying I-positions or voices 
within the individual’s talk.  It enables an exploration of these positions and how they interact 
with each other within the individual, unlike other methods mentioned above, it also maps the 
inner-Others and their interactional patterns as they occur within individual’s speech, 
allowing for a full analysis of the other in the self.   
Aveling et al. (2015) outline four defining principles for the application of the method 
which are informed by the epistemology of dialogism, these guard against applying this 
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method without consideration of the context or research question.  The first of these 
principles is that an analysis of multivoicedness cannot be undertaken without attention being 
paid to its context; the interconnection between self, other and the social field is fundamental 
to dialogism (Linell, 2009).  Secondly, the researcher needs to remain open to alternative 
interpretations, there follows an acceptance that an interpretation can never be fully finalized; 
the researcher may not have access to all the material which defined the discourse in any 
given context.  Thirdly, the method draws on the interpretative skills and contextual 
knowledge of the researcher, allowing triangulation of the data with other sources of 
information regarding the wider social context; these may be in the form of theoretical or 
sociological literature, cultural resources or ethnographic research.  Lastly, reflexivity is 
integral to the method; sensitivity to how the researcher impacts voices and dialogical 
interactions is crucial.  This is a systematic method to analyse the discourse between self and 
Other, and the ways they interact.  It provides a dialogical framework and terminology, which 
originates from the epistemological position of dialogism. 
3.2.2 Epistemology.  Epistemology can be described as “the nature of the relationship 
between the knower, or would be knower, and what can be known” (Guber & Lincoln, 1994, 
p.108).  This research is rooted in a dialogic epistemology.  Dialogism as a concept originates 
from the work of the literary philosopher Mikhail Bakhtin (1981); Bakhtin proposed that 
individuals have inherently changing natures, and therefore cannot be truly known to the 
world (Jones, 2017).  An integral assumption in dialogism is that all utterances are borrowed, 
made from fragments and traces of previous dialogues (Markova, Linell, Grossen & Orvig, 
2007).  Bakhtin asserts that there are no “neutral” words or forms and that each word “tastes 
of the context and contexts in which it has lived its socially charged life” (Bahktin, 1981, p 
293).  An individual’s words are co-constructed not only in conversation with the external 
other but also within the self; in analysing utterances one needs to therefore pay attention to 
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these echoes, the borrowed traces of others resident in an individual’s talk.  This research 
uses an abductive approach to analysis, the epistemological position it inhabits is centred on 
the relationship between theory, method and observation (Tavory and Timmermans, 2014).  
The theory which dominates the study within this frame is dialogism, this theory also informs 
the choice of method, which was also informed in its construction by dialogism (Aveling et 
al., 2015).  The epistemological position adopted in this research informed its design, the 
choice of method, and the theoretical lens through which the whole analysis is conducted, 
reflected, and refracted upon.  It is woven into the fabric of the thesis and will be considered 
and drawn upon at various points within it.  In doing this there is an attempt to openly 
represent the dialogue I have had with the material, reflecting upon the complex interrelations 
between the words of the participants and my own context.  The intention in doing this is to 
avoid presenting a monological account, and instead deliver a dialogical account of the text 
as it resides within a dialogical chain of meaning (Jones, 2017)  
In contrast to other epistemological approaches which suggest that true knowledge 
can only be found by use of a scientific method, and stipulate that personal elements which 
involve the researcher can contaminate this process, Bakhtin suggested that this search for 
knowledge can only be possible with an incorporation of the personal participation (Sullivan, 
2012).  This can be understood as the dialogical process, a dialogue with the concepts of 
ourselves and of others.  Alongside this point, Bakhtin’s belief involving the unrepeatable 
nature of utterances conflicts with scientific method which relies upon agreement as being the 
measurement of meaning (Jones, 2017).  The idea of a text’s meaning enduring across 
multiple readings by multiple others - an inter-rater reliability test for example - implies that 
it is possible for there to be a right or wrong interpretation, and that this is confirmed by 
agreement of the raters.  From a perspective of dialogism however, each rater will be 
perceiving the material from their own position of unrepeatable individuality, and hence their 
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own semiotic chain of meaning, rendering the possibility of very distinct interpretations of 
the material (Jones, 2017).  A comparison of readings of the material may therefore generate 
multiple meanings (Sullivan, 2012) and may then evoke open-ended dialogical processes, 
these can inform the analysis, as they contextualise and re-contextualise the material. 
3.3 Method 
3.3.1 Design.  This research was designed as theory orientated case study research, it 
was created to address theoretical issues that involved complicated interactions between a 
range of factors; the aim was to use these case studies to build theoretical understanding.  
Once the theoretical assumptions were finalised that guided the inquiry, consideration was 
applied to the choice of case to analyse for this research.  Studying participants in their 
undisturbed natural habitat required using data which was not produced specifically for this 
study.  This was to avoid contamination of the data by self-report or biases to do with 
knowledge as to what this research was investigating; a crucial as part of this research was to 
examine implicit positions, and an awareness of the nature of the inquiry may well have had a 
major impact on the data.  Using therapy transcript data also meant that a minimal amount of 
intrusion into the process of therapy would be experienced (McLeod, 2010).  Due to my own 
interests as a trainee counselling psychologist I considered analysing therapeutic transcripts 
to be the most effective way to explore these complex phenomena; studying clients in therapy 
would allow for an analysis of how they change during the therapeutic process, another 
important element of this research.  
  Participants who were diagnosed with depression were chosen, as in the existing 
literature there was already strong theoretical links (Goncalvez et al., 2009; Greenberg and 
Watson, 2006; Hermans, 1999; Osatuke et al, 2007; Osatuke et al., 2010; Stiles, 1999), which 
identified problematic internal dynamic relations between I-positions in this clinical group.  
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The data chosen for this study was from transcripts from audio-recorded 
psychotherapy sessions at a research clinic, where clients received 24 weekly sessions of 
pluralistic therapy for depression.  The design of this research involved a qualitative analysis 
of five individual cases at the beginning, middle, and end phase of their treatment. The 
reasons for choosing five cases will elaborated upon further in this chapter in the explanation 
of the sampling for this study.  This structure was imposed to observe the continuity and 
change in the I-positions over the course of time.   
This research used a new qualitative method for analysing multivoicedness co-created 
by Aveling, Gillespie and Cornish (2015).  This dialogical method of analysis had been 
created for use with qualitative data specifically, and was chosen as a method of analysis as it 
was in alignment with the theoretical assumptions underpinning this research: dialogism.  
The study was a multiple case study design, McLeod (2010) argues that generalizability is 
not achieved through counting in case study research, but is achieved through the ongoing 
developing theoretical construction process, in a cyclical fashion this can then be generalized 
to other cases.  Once a case had been analysed a process of considering the theory from the 
perspective of the case was then undergone. In this manner, the observations from the 
analysis were turned back on to the theory to view whether the theory fitted the case.  Gaps 
were identified at this stage and at certain points, in an abductive way (Pierce, 1965), a theory 
was altered to fit with a new observation, always with a view to comparing how this new 
observation shed light on the old past observation on which the theory was built.  These new 
observations were then tested against other cases in the sample as the analysis of further cases 
progressed. 
 
3.3.2 Participants.  This was a purposive sample, participants were selected who had 
been deemed to be experiencing depression on a widely recognised psychological measure, 
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the Personal Health Questionnaire -9 (see Appendix G).  All participants had completed at 
least 23 weeks of 24-week course of psychotherapy which was termed pluralistic therapy for 
depression.  This model of counselling for depression stems from a pluralistic approach to 
therapy originated by Cooper and Mcleod (2011), it is an approach which involves following 
a set of principles which are as follows: 
1.  An acceptance that clients have their own ideas about what may be helpful for 
them (including drawing on their own cultural and or community resources) - the therapist is 
advised to tune in to these ideas and help the client to mobilize their own strategy for change. 
2. This process is achieved by collaborative discourse featured around articulating 
how both client and therapist can understand the client’s problems; there is a focus on the 
client’s goals, an awareness of tasks that need to be achieved to attain these goals, and 
agreements formed on the methods or techniques for the fulfilment of these tasks.  The 
pluralistic understanding of depression draws on a range of what Cooper and Mcleod (2011) 
term a range of relevant sources of knowledge.  These include the evidence base in relation to 
the effectiveness of psychotherapy for depression, the social and cultural context of 
depression and the narratives of recovery from depression which arise from qualitative 
research.  The delivery of pluralistic therapy for depression follows four stages: 1. 
Development of a collaborative relationship.  2. Creation of a shared formulation and plan.   
3. Focus on specific change tasks and 4. Focus on looking beyond the end of the therapy.  
 
3.3.3 Sampling for the clinic.  For this study five therapeutic dyads were needed for 
analysis, three of their sessions were going to be analysed: the first, midpoint and last 
sessions.  The number of participants was selected as it was deemed sufficient to provide 
enough variable data for analysis purposes, and to be a viable amount of data to be able to 
conduct a dialogical analysis on, within the available time limits.  All the participants had 
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completed a course of pluralistic therapy for depression (PFD) which lasted 24 weeks.  Full 
details of the exclusion criteria for pluralistic therapy for depression at the clinic can be found 
in Appendix F.  General inclusion criteria were that the individual had to be over the age of 
18, have an aspect of their life which they would like to improve, believe that a psychological 
intervention maybe be of benefit to them, and have a score of 10 or more on the Personal 
Health Questionnaire – 9 (PHQ9) (Kroenke, Spitzer, & Williams, 2001) at the assessment 
interview (see Appendix G. for PHQ9). 
The exclusion criteria for treatment was also identified at the assessment session and 
was dependent on two points.  The first was that participants were excluded if they had 
severe and enduring mental health problems such as psychosis or personality disorders, this 
was as these may interfere with treatment as they could be conceived of as being the primary 
problem.  The second exclusion criteria were that they could not be students on the 
counselling, psychotherapy or psychology courses at the University, this was due to the 
possibility of anonymity and confidentiality issues arising within the department. 
3.3.4 Sampling for this study. The figure below shows the sampling procedure for 
this study 
 
Figure 2.: Exclusion of participants within the sample 
 
There was a total of 26 individuals who had begun therapy at the clinic, the initial 
sampling criteria for this study was that each participant had to have completed at least 23 of 











reached this point, as many were in the early stages of the treatment.  This led to the 
exclusion of 18 cases.  
This sampling criteria was in place as the analysis was going to be taking place over 
three differing time points and it was integral to the study that the involved participants 
reached this endpoint to allow for the analysis of the last session.  That left only eight 
participants, three of the eight cases involved therapists who were part of my supervisory 
team.  After discussion with the supervisory team, it was decided that choosing cases where 
the supervisor was the therapist could impact the neutrality and impartiality of the research.  
We decided collectively that there may be a level of contamination from the supervisors 
when dealing with the analysis as they would be potentially having to consider and reflect on 
their own talk and interaction.  On this premise these cases were excluded, and subsequently 
only five potential participants were remaining.  These five were then selected as being 
appropriate for the sample. Table 3 indicates the scores on the PHQ9 at the beginning and 
end of the therapy. At endpoint in this sample 100% showed reliable improvement when 
using this measure (PHQ9), with three meeting the criteria for clinical change and two for 
reliable change.  This was unusual, as findings showed that at the clinic of the clients who 
underwent this form of therapy and completed treatment only 54.5% showed reliable 
improvement (DiMalta, Cooper & Oddii, 2018).  As has already been explained, the sample 
for this study was not selected due to any improvement ratio indicated on any measures 





 Participant Demographics 
Participant 
pseudonym 
Age Gender Ethnicity PHQ9 at 
start of 
therapy 
PHQ9 at end 
of therapy 
Dylan 24 Male White/British 15 2 
Lucy 20 Female White/British 18 7 
Josh 23 Male White/Other 21 9 
Dermot 23 Male White/British 21 13 
Jade 20 female White/British 25 15 
 
3.3.5 Data Collection.  The relevant therapy sessions were recorded on encrypted tablet 
devises at the research clinic using online software. Data collection was guided by the ethical 
protocol created for the pluralistic therapy for depression at the research clinic (for Ethics Risk 
Assessment see Appendix. E).  In line with this protocol the data was anonymized and kept 
separate from any partially anonymized data protecting confidentiality.  Data was stored on an 
encrypted device in a locked filing cabinet.  All electronic personal data including recordings 
of sessions was be encrypted and kept on a password protected storage device. Any data 
transferred between supervisor and researcher will be done in a secure manner by hand.  
 
3.3.6 Transcription.  Therapy sessions were digitally recorded on hand held portable 
devices. The recordings were then encrypted and stored on a password-protected computer in 
a secure location.  All selected sessions for this study were then listened two repeatedly and 
transcribed manually, this process became part of the initial stage of the analysis as I became 
increasingly familiar with the data.  This method did not require the detailed level of 
transcription that a method like conversation analysis would require, but it did entail a verbatim 
transcription which included sighs, pauses, laughter, and a variety of other expressive noises, 
these were included in brackets.  An attempt was made to create transcriptions as close to the 
original recordings as possible, and due to the importance of the tone and quality of voice, 
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notes were also made where a significant change of vocal tone, volume or speed could be 
detected, as this may have indicated a change in positioning.  For confidentiality purposes parts 
of the dialogue were altered as they could not be represented in this thesis.  These included 
identifiable information such as places of employment, clinic names, names of lecturers, peers 
and friends and any other information which could identify participants.  Pseudonyms were 
used to preserve confidentiality and names of places were substituted with other names. 
3.4 Data Analysis  
Gillespie and Cornish (2014) stated that whilst there is a need for a more systematic 
approach to dialogical analysis, the approach should be one which is consistent with the basic 
assumptions of dialogism.  Grossen (2010) claimed that aiming to develop a methodology out 
of dialogism ultimately contradicts these basic assumptions; that any such tool will 
‘monologise’ the complexity of the individual’s talk.  This new method of analysing 
multivoicedness, whilst systematic in its approach, was designed to be used as an extension 
of the researcher, with the researcher conceived of as the main research instrument (Gillespie 
and Cornish, 2014).  As was mentioned earlier, Aveling et al. (2015) laid down specific 
guidelines with this method that aimed to avoid reification of the method, these directions 
included a view of the researcher as an interpreter; and as one who may appropriate theory 
which enables the growth of insights into complex phenomena. 
The qualitative method for analysing multivoicedness (QUAM) devised by Aveling et 
al. (2015) had not been used in psychotherapy research previously.  To refine my own use of 
this method I conducted a series of pilot studies prior to this analysis to become familiar with 
the systematic process of analysis.  Initial pilot studies were undertaken on existing 
psychotherapy transcripts which had were available from my supervisor, which had informed 
consent for the data to be used in research.  The pilot studies enabled me to become more 
accomplished at using this methodological tool, and some of the modifications which I will 
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enlist in this chapter stem from these analyses.  The method is systematic in that it prescribes 
three main steps in the analysis.  I shall now outline the steps that were taken in more detail.  
 
3.4.1 Data analysis stage one.  The initial stage of the analysis focusing on what 
what I-positions the self speaks from.  Within each individual transcript utterances are coded 
in terms of first person pronouns, group names and first person possessives.  The data was 
analysed in Word 2016, within this program I used multiple colours to code the text; labeling 
each I-position which the participant spoke from in differing colours.  The labelling of the I-
positions was the most complex area of the analysis.  The aim of this labelling is to identify 
the I-positions from which the participant is speaking (Aveling et al., 2015).  First-person 
pronouns and first-person possessives were first highlighted within the transcript, a process of 
attempting to code these I-positions was then embarked upon.  There was a difficulty here in 
identifying where the boundary was between different I-positions.  Often words like ‘but’, 
‘although’, and ‘however’ indicated a shift in perspective into another I-position.  Quite often 
an excerpt of speech could be interpreted as belonging to one or more I-positions.  Listening 
to the audio recordings very closely for vocal changes often revealed a different volume, tone 
and vocal rhythm which accompanied the differently coded I-positions. Osatuke, Stiles, 
Barkham, Hardy and Shapiro (2011) discuss the difficulty researchers have in assessing the 
reliability of qualitative judgements when analysing patient’s dialogue and their mental 
states.  Their strategy for tackling this issue is to seek multiple perspectives on the same data, 
and to examine any consistency between the differing perspectives whilst observing the 
differences.  
 In an attempt to utilize this same process for this study, I met with a small group of 
qualitative researchers on three separate occasions, to seek other perspectives of how these 
researchers would code the I-positions in this data.  In our meetings, we listened to the audio 
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recording together from the selected transcript.  I intentionally did not share my coding with 
this group until after they had coded the excerpts studied. In comparing our results, and 
dialoguing about our coding, it was interesting to note how we all agreed on the shift from 
one I-position to another.  We all found that it was quite clear, in this chosen excerpt, to hear 
from the audio recording a shift in the vocal tone and volume from one coded I-position to 
another.  However, we did not agree on the exact code names which we could ascribe to these 
I-positions.  As we discussed this further it was apparent that I was in a unique position as a 
researcher in this context as I had listened to all three of the recorded sessions from this one 
participant, and hence was privy to a wealth of information not disclosed to my fellow 
researchers in this data analysis session.  My awareness of this participant from the extensive 
amount of audio I had listened to had informed my coding of the I-positions.  The other 
researchers coded label were not extremely different to the ones I had chosen, often having a 
synonymous meaning.   
This process of labelling or coding the I-positions can be explained as only being 
representative of the participants I-positions, in research conducted by Brinegar, Salvi and 
Stiles (2008) where they also assigned labels to internal voices they also acknowledged the 
difficulty in naming these voices.  As was found in this research, there were discrepancies in 
the researchers views on the conceptualisations of voices.  In their research, they accept that 
the labels are interpretations, and claim to ground these in the amount of verbatim passages 
taken from the transcript within the research.  This view is adopted in this study, as I have 
incorporated as much of the discourse of the actual participants in each case study as was 
feasible for this size of this project.  Table 4 presents an illustration of the different codes 





Results from explorative data analysis session with other qualitative researchers 
Dermot Session One  
Illustrative Quotes 
My I-position code Researcher 2       
I-position code 
Researcher 3               
I-position code 
“They are aspects of my 
psychology, so that is 
emotion, that’s rationality 
and then there’s a third 
one that I’m gonna get 
here, the observer, which 
is kind of a watchdog, to 
make sure one doesn’t get 
too, it’s an overview of my 
psychology” c98 
I-as patient  
Code chosen as there is 
a presentation to 
therapist of self as 
patient needing 
therapy, awareness this 
interaction is created 
out of anticipated 




himself and his own 
concept of himself 
I-as client  
Code chosen as 
participant is 
involved in 
presenting a self to 
therapist which is 
appropriate to 
context – client in 
therapy seeking 
help 
“I looked at myself in the 
mirror and went ‘Jesus 
Christ’ and to be fair I 
still look at myself in the 
mirror and go Jesus 
Christ…pretty much 
repulsed I would say, 
disgusted” c93 
I-as disgusted 
Code chosen as there 
was significant level of 
self-disgust present in 
this I-position, a level 
of self-repulsion – 
vocal tone was harsher, 





repulsion evident in 






disliked aspect of 
himself 
I-as hating self 
Code chosen as 
participant is 
speaking from a 
position of self- 
loathing or non-
acceptance of self, 
an aspect which is 
rejected by him 
with a sense of 
disgust 
“Part of me resents being 
a white man like a lot just 
cos you are automatically 
seen as the bad guy and 
that the thing you are not 
allowed to defend 
yourself” c118 
I-as defensive 
Code chosen with 
consideration of 
previous point from 
therapist “women are 
safer, really, men are 
just kind of violent” 
participant as a male 
defends self as if he as 
a man is being attacked 
I-as self-protective 




in this context, 
perhaps he feels 
threatened as a man 
being questioned by 
a female therapist 
I-as sensitive 
Code chosen to 
illustrate his 
sensitivity in this 
moment, his 
reaction is quite 
emotional and 
reveals a sensitivity 
in this area that the 
therapist has 
touched upon when 
she reflected back 





At this stage in the analysis process a table was formed for each I-position which had 
been coded, for example I-as vigilant defender, was then listed in the chosen colour, 
alongside a brief characterization of any distinctive features, these could be emotional tone, 
type of language used, and general recurring speech content in this specific position.  
Following this an illustrative quote would be chosen which clearly represented this I-position, 
and this would be added to the table with the line number.  This enabled an immediate visual 
display of the differing codes which were building.  For an example of a coded transcript and 
data analysis table for stage one see Appendix H and I.  Different cases produced a variable 
amount of I-positions in different sessions, a full table of I-positions in a case from one 
session is available in Appendix I.  An ongoing map of I-positions was also drawn up on a 
large A3 pad so that a visual guide existed which mapped all the emerging positions, 
displayed in their different colours (see Appendix N).  
Once these initial positions had been mapped, they were clustered into a common 
group label which encompassed similar positions; for example, I-as shut down, I-as helpless 
and I-as hopeless, were grouped together and assigned the common group name of I-as 
helpless, the intention was not to find a definitive label for these I-positions but manage a 
way to categorise the data in order to progress the analysis. 
 
3.2.2 Data analysis stage two.  This stage of the analysis focused on coding all 
speech with named others or third person pronouns.  This was to determine, within the 
participant’s speech who was doing the talking (Wertsch, 1991).  As from a dialogical 
perspective the self is marinated in the voices of Others, this purpose of this stage was to 
enable these Others to be identified.  Direct and indirect quotations within the speech were 
considered and their social origin was determined.  At this stage, a reference list of Others 
was being created, which at a later stage would assist in the mapping of the inner relational 
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world (see Appendix J for an example reference list). Aveling et al. (2015) use the term 
echoes to refer to subtle examples of dialogicality found in a participant’s speech; these are 
words and phrases which are borrowed from others.  This is explained by Bakhtin (1986) as 
ventriloquation the adoption by the speaker of social language without it being fully owned 
or internalised, these utterances remain ‘foreign in the mouth’ of the speaker (Bakhtin, 1981, 
p. 293).  These echoes were also identified at this stage.  Lastly the concept of addressivity 
was considered, identifying which Others were being addressed in the participant’s speech.  
Labels for these identified Others were then assigned and a characterisation of each was 
included which was based on the content of each voice.   
Coding the inner-Others involved firstly a straightforward listing of who was spoken 
about and quoted. On a more sophisticated level it subsequently involved the task of 
identifying who was speaking on a subtle level through the ventriloquation process. There 
was a certain amount of interpretation on my part during this process; as participants talked 
sometimes in an abstract way about ‘they’ referring to Others whom they did not explicitly 
name in their discourse. A process of analysis which looked closely at the interaction with the 
therapist helped at these moments, it facilitated an investigative process where I tracked back 
to see which ‘they’ the participant could be referring to.  This process of identifying who was 
doing the talking involved a constant consideration of the localised interaction with the 
therapist, and a constant awareness of how this interaction could form the next segment of the 
participants discourse. At this stage, where the interactional patterns became very complex I 
also mapped out (where possible) which I-position the participant was speaking in when they 
spoke about, or from, the position of the inner Other.  This was to assist in the forthcoming 
stage three analysis of the interaction between voices.  Alongside this I used the A3 map of I-
positions, drawn up in the previous stage, to map the inner-Others onto so that visually I 
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could more easily identify patterns relating to which I-positions certain inner-Others were 
occurring in.  For an example of stage two analysis see Appendix J.  
 
3.4.3 Data analysis stage three.  Stage three involved an examination of the 
interactions between voices identified in stages one and two.  This entailed an analysis of the 
interaction between I-positions, between I-positions and inner-Others, and between the 
different inner –Others.  Aveling et al, (2015) suggested at this stage various questions which 
prove useful to explore the relationship between voices; these include how one voice 
responds to another, what the evaluative overtones are in each voice, and whether there is an 
existing power dynamic between voices.  It was useful also at this stage to look for dialogical 
knots (Aveling et al, 2015): conflicting points or tensions within the dialogue, these often 
indicate a sudden switching of one position for another with the use of words like, however, 
but and although.  They can illuminate underlying tensions which exist within the repertoire 
of I-positions.  Lastly identified interactional patterns were then drawn on the A3 map as a 
visual aid to view more clearly the inner relational landscape (see Appendix N) for an 
example).  
 
3.4.4 Data analysis and the research question.  The three stages of the analysis 
were worked through in sequential order, the data comprised of 15 therapy sessions, totalling 
approximately 15 hours of transcribed data.  The analysis was applied to the whole transcripts 
of each session and embraced an iterative approach, holding in mind the aims of the study 
and the research questions.  Willig (2013) suggests that the research process is not dependent 
so much on the correct application of prescribed techniques within any set method of 
analysis, but rather on a consideration of the best ways of answering the research questions.  
In a similar vein, Chamberlain (2000) suggests researchers should beware the dangers of 
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methodolatry – the slavish attachment to a method, and losing sight of what the aims are of 
the research.  The iterative process adopted for the data analysis process helped to maintain a 
focus on the research questions whilst progressing through the systematic stages of the 
method. In considering the first research question – how do I-positions interact to sustain 
depression? – the chosen method of analysis enabled 1. The identification of I-position codes 
2. An identification of the inner-Others in the discourse (and an understanding of who is 
doing the talking) and 3. An examination of how these various voices of the self interact.  
Carrying out these steps in the analysis facilitated the micro-analytic process involved in 
mapping the interactional patterns present in this sample. This in turn resulted in findings 
pertinent to depression, which will be explored in the subsequent chapter.  In considering the 
second research question - how can psychotherapy facilitate the emergence of adaptive and 
reflexive I-positions? – the focus during the analysis process was on what was changing in 
the data over the three time points.  Each session revealed newly emergent I-positions which 
were then considered in the light of the co-created intersubjective relationship which was 
occurring between therapist and client.  
The second question involved an awareness of what I-positions remained throughout 
the three sessions, which emerged and which submerged. This was crucial in order to 
consider what changes were occurring in the repertoire of I-positions over time, to understand 
what processes between the therapist and client contributed to these changes.  As dialogism 
suggests that an individual’s discourse is infused with the words of Others (Pollard, 2018), 
the analysis of the other in the self, made possible by stage two, has enabled a dialogical 
analysis which has informed the findings of both research questions. In this sense, the other 
cannot be separated from the individual, as the other is in the individual, a point which this 
analysis illustrates.  In attempting to answer both research questions it has become clear how 
complex and far-reaching the semiotic chain is within one’s discourse.  To this end, in 
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carrying out this study there has been an attempt to conduct as thorough an analysis as was 
possible in order to answer these research questions.  However, there is not a claim that all 
inner-Others which have been internalised have been mapped during this process.  This is 
also the case regarding all I-positions which were observed in the individual’s discourse, 
rather this study presents a picture of a moment in time and space during which therapist and 
client engage in a co-created process.  During this process, the voices of the self which I have 
focused upon in this analytical process have been the ones pertinent to depression, and this 
was in order to address the research questions.  Observations were reflected on in the light of 
the theory which underpinned the research questions, and a process was undergone where I 
questioned if the case fitted to the existing available theory, and then subsequently if the 
theory fitted the case. 
This kind of abductive process was built upon as each case was in turn analysed and 
written up.  The challenge of analysing such a wealth of complex data was overcome firstly 
by sticking to a systematic method of analysis on all the data. Secondly, by reflecting on what 
observable aspects of theory were in the findings which tied in with the research questions.  
Amongst the findings, relevant aspects were segregated into sections with regards to what 
was of theoretical interest, this allowed for a more in-depth focusing on the inquiry, whereby 
the cyclical process of considering the theory in relation to the findings could be embarked 
upon.  
3.5 Ethical Considerations  
The research for this project was submitted for ethics consideration under the 
reference PSYCH17/268 in the Department of Psychology and was approved under the 
procedures of the University of Roehampton’s Ethics Committee on 25/07/2017   
3.5.1 Ethical considerations concerning participants.  The key ethical issues for this 
research were related to data collection and storage, and the protection of anonymity of 
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participants. Data collection and storage guidance was dictated by the ethical protocol from the 
research clinic where the data originated from.  Participants had already been asked specifically 
for permission to audio recordings of the sessions, on the premise that these could be used for 
teaching, assessment and research purposes (see Appendix B for informed consent form). The 
data worked on had already been collected and therefore risk to participants in its collection 
had already been addressed.  Secure data storage and anonymizing to protect confidentiality 
was paramount, and all steps were taken in line with the clinic’s ethical protocol, to ensure 
these factors are adhered to in this research.  
The key ethical factors (McLeod, 2010) to be considered when conducting multiple 
case studies are threefold: the first is obtaining consent from clients, this was already secured 
by the therapist in the sessions.  Secondly, it is the importance of maintaining confidentiality, 
this was achieved by strictly adhering to the clinic’s guidelines of personal data, and thirdly, 
avoiding harm to participants.  As the data analysed in this research had already been collected, 
this lessened the risk of harm to participants, minimal harm to participants would be possible 
in its analysis stage. 
 3.5.2 Informed consent.  Informed consent for this data to be used for research 
purposes had already been obtained prior to participant’s treatment at the clinic (see Appendix 
B.)  The consent statement informed participants of their right to withdraw at any point without 
giving a reason (and that their data may be used in a collated form).  It also ensured participants 
that their identity would be protected in the publication of any findings and that the data would 
be collected and processed in accordance with the Data Protection Act, 1998 and with the 
University of Roehampton Data Protection Policy (see Appendix D).  
 3.5.3 Confidentiality and anonymity.  The confidential data in this study was handled 
in a manner which protected the participant’s confidentiality as it strictly adhered with the 
University of Roehampton data storage policy (see Appendix D).  The risk of identification 
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due to the use of the actual words of real life individuals was minimized due to the use of 
anonymization strategies (Howitt & Cramer, 2008).  Even with a continual consideration of 
anonymizing identifiable elements within the data, there is still the risk of what Saunders, 
Kitzinger and Kitzinger, (2015) term ‘jigsaw identification’.  This refers to the possibility of 
information being ‘cross-linked’ from different sources online, these can then be connected 
and lead to identification. Considering the Ethics Guidelines for Internet-Mediated Research 
(BPS, 2013), assisted in maintaining an awareness of the specific ethical issues related to 
anonymity in qualitative research.  
3.6 Validity 
Applying the concept of validity to qualitative research is conceived of as problematic 
(Howitt and Cramer, 2013) but there are several criteria for judging the general quality of 
qualitative research.  Coyle (2015) suggests that unlike quantitative research, in qualitative 
research the researcher is inherently present, subsequently any evaluative criteria, which aims 
to eliminate bias would be deemed unsuitable for qualitative research purposes.  Madhill and 
Gough (2008), argue that any form of generic evaluative criteria in qualitative research risks 
the evaluation of qualitative studies with criteria which does not suit the form or method 
which has been chosen, enlisting multiple forms of qualitative methods which have a wide 
variety of differing aspects.  
The criteria chosen for this study, was proposed by Potter (1998) it was described as a 
‘justification of analytic claims’ and was proposed for discursive psychology.  The rationale 
for selecting this criteria over others used in qualitative research was the alignment drawn 
between discursive psychology, and a Bakhtinian approach to language and human thinking 
(Shotter and Billig, 1998; Grossen, 2010).  Potter emphasises the value of analysis taking 
precedence over the nature of the data, and proposes four considerations in relation to notions 
of trustworthiness and rigour, these four points are listed as 1. deviant instances 2. 
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participant’s own understandings 3. coherence and 4. openness to evaluation.  A further 
exploration of how these concepts relating to trustworthiness and rigour relate specifically to 
this research is available in Appendix P. 
3.7 Reflexivity  
The creators of this method, Aveling et al. (2015) clearly state how integral researcher 
reflexivity is to the method to remain sensitive to the unfolding context.  Using data which 
was already collected by another individual meant that I had not encountered the participants 
directly.  This created a distance between myself and the participants.  At times listening to 
the data, and typing up the participant’s words felt intrusive, a little voyeuristic even, as I 
reflected on my feelings of intruding into the intimate space which had been grown between 
therapist and client.  Reflecting on these feelings from a dialogical perspective, I considered 
them to be a part of an intrapsychological struggle between my positioning as I-as researcher 
and as I-as therapist/practitioner.  As a trainee counselling psychologist, I am used to being 
the one in a relationship in the room with the client, not the researcher who subsequently 
analyses the data.  This brought up certain challenges and biases within me, particularly when 
listening to the data.  I started to note my own reflections whilst transcribing the sessions, 
these were normally at points when my own conflicting I-positions were in loud conflictual 
intrapersonal dialogue; reacting from opposing perspectives to what I was hearing on the 
audio recordings.  Whilst the researcher in me was excited by hearing the contradiction 
brought about by two opposing I-positions and the emotion that engendered, the practitioner 
in me felt empathy for the participant and desired to switch places with the therapist to 
facilitate an attuned containing experience. 
  I began to conceptualise this dialogical struggle between these two positions within 
myself, as a parallel with the tension found in the discipline of counselling psychology:  the 
managing of two identities, that of the scientist-practitioner and that of the reflective 
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practitioner (Kasket and Gil-Rodriquez, 2011).  This leads me to question where I position 
myself as a trainee counselling psychologist: I am fully aware of the importance of engaging 
in empirical research to contribute to the knowledge base, I am also an enthusiastic supporter 
of quantitative and qualitative research, not taking an either/or perspective but rather one of 
both/and in relation to research.  The dialogical struggle which plays out within me is one of 
being with or doing to (Benjamin,2014), as a trainee counselling psychologist I view myself 
as a relational practitioner, but as a researcher carrying out this study, I am only able to relate 
to my anticipated audience of readers, having no access to the participants in this study. 
  Drawing on Bahktin’s concepts of dialogism and unfinalizablility (Bahktin, 1981) 
allows me to inhabit both positions; the idea that there are no single truths, or unique 
worldviews as Bahktin (1984) suggests, that there is only dialogue which orientates towards 
the future, is a liberating concept.  This dialogue is made up of contradiction, multiplicity, 
and reflects our struggles to be human. Bahktin (1994, p.79) explains “discourse is not finite, 
it is open; in each of the new contexts that dialogise it, a discourse is able to reveal even 
newer ways to mean”.  I am therefore attempting, in a new context, to create meaning with 
this research, not a finite meaning, and not even a completely new meaning, as the words I 
use are borrowed and form part of a chain which involves many others.  In considering 
therefore my own position in this research I shall explain myself as a part of the chain of the 
dialogical research community, and part of the chain of the counselling psychologist 




Chapter 4: Analysis 
 
 
The purpose of this study was to gain a greater understanding into the dynamic 
intrapsychic structure of clients who are experiencing depression, and to explore how 
changes can occur within this structure during the course of psychotherapy. Audio recordings 
and transcripts from psychotherapy sessions were analysed at three different time points, 
beginning, middle, and end using a qualitative method for analysing multivoicedness.  Within 
this chapter, the analysis focuses initially on each case, elaborating on the dominant patterns 
between the voices of the self, these voices include I-positions, inner-Others and actual 
Others.  An exploration of how these voices change over time will be elaborated upon in each 
case.  A summary of the main findings across cases will then be presented.  Although a full 
analysis was conducted on five cases, for reasons of brevity which pertain to the permissible 
size of this thesis, two cases have been moved to the appendices, where the write up of each 
case is listed in full (Appendix L and M). 
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Table 5. 
 Overview of Three Case Studies 
 
OVERVIEW OF CASES CASE 1: DYLAN CASE 2: LUCY CASE 3: JADE 






I-as concealing controller 
I-as hopeless shutdown 
I-as vigilant protector 
I-as shouldn’t exist 
I-as part of a proper family 
Interactional Pattern 
Identified 
Oppositional positions of I-as 
responsible and I-as autonomous shut 
down by third position of I-as cynic 
Oppositional positions of I-as 
concealer and I-as illness shut down 
by third position of I-as hopeless 
Oppositional positions of I-as part of a 
proper family and I-as vigilant 
protector shut down by third position of 
I-as shouldn’t exist 
MIDDLE SESSION 
Emergent I-Positions 
I-as self-doubting I-as wronged and angry I-as wronged 
Interactional Position 
Identified 
Increased reflexivity enables self-
doubt which enables reflexivity, less 
rigid more complex connections 
between I-positions 
Emergent angry position re-frames 
narrative making meaning bridge 
leading to more reflexivity 
Emergent wronged position shows 
signs of being bonded onto vigilant 
Protector position – allows reflection 
on issue of self-blame and shows signs 




I-as exciting future I-as person in recovery No new emergent positions, I-as 
shouldn’t exist and I-as vigilant 
protector dominate the repertoire 
Interactional Pattern 
Identified 
Awareness of own needs in the 
reflexive position has enabled growth 
into new exciting future I-position 
Internalisation of therapist in new 
recovery position, this is bolted on to 
illness position, and dominates over 
the reflexive I-position 
Two remaining positions are more 
entrenched and rigid, minimal 
reflexivity or dialogue between I-
positions 




4.1 Case One: Dylan 
	
 
Dylan is a 24-year-old young white British male, he was in the final stages of his 
undergraduate degree course at university.  His narratives were dominated by the loss of his 
grandfather two years ago; a significant figure throughout his life who brought him up in the 
absence of a father.  After losing his grandfather, Dylan was the only male in the family 
home and felt responsible for looking after his mother and aging grandmother.  There was an 
ongoing tension from the initial session which involved his need to feel like the provider and 

















Feels responsible for 
looking after others; a 
care-taker role, no room 




‘I want to be able to be there 
for my nan, she’s like, I know 
that she can’t keep the house, 
if I’m not there to look after 





I-as autonomous Anxieties about wasting 
own life on looking after 
others; desires to be free 
and have choices  
‘I just don’t want to follow in 
my mum’s footsteps, she 
always says to me ‘oh listen 
to your parents’ but then she 
always listened to her dad 
and her mum and made 
fucking mistakes’ c19 
 
Mother grandmother  
I-as cynic Cynical and angry, 
criticises others, and 
modern day life 
 
‘You don’t get a lunch break, 
overworked in a shit building 
that’s not fit for purpose 
anymore, and it makes you 
wonder it’s just like well, my 
nan lived through the second 
world war, she got bombed 














 I-as self-doubting A fearful, anxious, self-
protective position, 
questioning self, fearful of 
making a mistake 
‘I feel like I’m at that kind of 
stage where it’s just what do I 
do next, or how do I handle it 
or I feel like now it’s just a 
test of endurance rather than 








I- as exciting future An open, communicative 
position, shares good 
news, positive about life 
and the future, 
enthusiastic 
‘I feel like yeah everything is 
going well, especially if I see 
people I haven’t seen for a 
while and they ask me how 
I’m doing and that, and I tell 
them everything and I’m just 
open with them and tell them 








4.1.1 Two opposing positions. Dylan’s case illustrated a pattern which was present in 
all the cases in this sample; this was the conflictual relationship between two dominant I-
positions who vie for prime position in the intrapersonal repertoire.  In this analysis, these 
position across cases will often be referred to as the A and B positions. This finding is related 
to the first research question which aimed to examine the dynamic architecture of the self in 
individuals experiencing depression.  Billig (1985) discussed the argumentative nature of 
thought, suggesting that thinking originates from conflicting tendencies, whereby the conflict 
experienced is part of the dialogical process which enables the processing of ideas and 
objectives.  Problems occur when both oppositional positions become trapped in a conflicted 
state, and have an inability to negotiate, by engaging in a dialogue, a mutually productive 
outcome or compromise (Dimaggio, Hermans & Lysaker, 2010).  These theories suggest that 
this restriction can occur for several reasons, and this conflict did manifest in distinct ways in 
this sample, each of which will be explored in turn.  In Dylan’s case the I-as responsible and 
the I-as autonomous positions had directly opposing aspirations which were not compatible; 
these were to spend his time looking after and providing for his relatives on the one hand, or 
to break free and follow his own desires on the other.  Excerpt one below presents two I-
positions in conversation with the therapist: I-as responsible (position B) and I-as 
autonomous (position A). 
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Excerpt. 1 (Dylan and Therapist, 73 – 74) 
Dylan: Because you know my nan says to me, you can go, you shouldn’t waste 
your youth on me you should be able to do these things, she says that 
and she probably means it, but I wouldn’t be happy if I went and the 
worst happened, what’s one year of my life, if it’s to be with her and to 
make it the best for her and myself or whatever, but if I did leave and 
something were to happen like that I wouldn’t forgive myself, so….  
Therapist:  So that puts limits on what you can do for the moment then doesn’t it, 
if you need to respect that feeling that you have 
Dylan:  Yeah but then it goes back to that problem, what if in 20 years I’ll be 
45 and I’ll still be living with my nan, or living with my mum looking 
after my nan or whatever I don’t know 
 
Key: I-as responsible  
         I-as autonomous  
 
 
In excerpt one, Dylan uses the speech of his grandmother in the form of a quote to 
show the therapist that his grandmother was supportive of him individuating from the family.  
However, in the I-as responsible position he then turns this around, and justifies why he is 
willing to sacrifice his own life for hers, by bringing up distal imagined scenarios which 
would induce guilt and remorse.  However, the therapist’s comment that this “puts limits on 
what you can do” seems to trigger a shift to the I-as autonomous position, where he projects 
himself into a future again.  In this I-position he is stuck in the same role still prioritising the 
care of others.  Clearly indicated here are the two directly opposing possible futures in his 
imaginal world; in the first narrative, he imagines how when he leaves his family something 
terrible ensues which leads him to experience great distress and guilt, and in the second 
imagined narrative he is fossilised as nothing changes in his life, and he remains looking after 
his aging relatives for the next 20 years.  This excerpt provides an example of the two I-
positions along with their opposing underlying objectives.  Nir (2012) has theorised that I-
positions have distinct needs, fears, concerns and aspirations and that these may be overt or 
covert.  In the two opposing I-positions mentioned in this example, the ongoing dialogical 
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exchange presents two distinct stances on the important issue of Dylan’s future.  This battle 
playing out in this first session creates a wealth of intrapsychic conflict, which at this juncture 
cannot be resolved through dialogical negotiation.  As the inner conflict endures and becomes 
intolerable, a third position is deployed to shut down it down preventing further 
psychological distress.  This dynamic third position was identified across all the cases and is 





Figure 3: Pattern of internal conflict within Dylan, supressed by the third position 
 
4.1.2 The cynical third position. This third position in Dylan’s case is that of I-as 
cynic (position C); an angry, judgemental and critical position, which contains many echoes 
(Aveling et al., 2015) of his lost grandfather.  These echoes include his grandfather’s political 
views, his morals and his dominating communication style.  Along with its cynicism, this 















Excerpt.2 (Dylan, c27) 
 
“You don’t get a lunch break, overworked in a shit building that’s not fit for purpose 
anymore, and it makes you wonder it’s just like well, my nan lived through the second 
world war, she got bombed out and she feels sorry for me, and it’s just like I didn’t have to 
live with rations, there’s a lot of food, can I afford it kind of thing, or but yeah, the world 
has changed”    
 
 
Key: I-as cynic  
 
         In all the cases, a third position comes online to suppress the power and agency of the 
two dominant positions, A and B.  This position C operates to shut down the intolerable 
conflict, in this sense it could be conceptualised as a defensive position which protects 
against further psychological pain.  Predominantly across the cases this third position was a 
helpless, hopeless I-position, which flattened out the other dominant ones by smothering or 
suppressing them in some form or another, this position attempted to extinguish the needs 
and desires of the other positions, dominating paradoxically by its overriding lack of agency 
and drive, and by its apathetic quality and sense of pointlessness.  Osatuke et al, (2007) 
suggested that assertive parts of a person’s personality can be dominated in depression by 
more submissive, passive parts.  Osatuke’s research theorises that passive and submissive 
voices dominate in depression, that this warding off from the more agentic voices or parts, 
both internally and externally, perpetuates depression as one’s sense of the world being a 
benevolent place is diminished.  The presence of this problematic submissive yet powerful 
third position in all the cases in this sample suggests that this is a key mechanism present in 
individuals who are experiencing depression.  
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           4.1.3 The other in the self. One of the benefits of using this method for this 
dialogical analysis was that it allowed for an analysis of the other in the self (Aveling et al, 
2015).  In Dylan’s case this third I-position I-as cynic was utilising the attitudes, values, and 
scepticism of his grandparents, particularly his recently deceased grandfather.  The position 
critiqued modern life in a way that a much older person might be more inclined to do.  
Dylan’s words were saturated by the words and thoughts of those from another generation, 
a war-time generation who had struggled to adapt to this new age.  Dylan in this position 
was propagating second hand ideas (Gillespie & Cornish, 2010) as he repeated the 
ideologies of others, in this case his grandfather.  The adopted cynicism in this position 
enabled Dylan to develop a powerful rationale for his apathetic behaviour; he used the 
narratives supplied by his grandfather to shut down all needs, desires, and wants, 
defensively shutting down these processes to protect himself from further psychic conflict.  
It also meant that internally grandfather still existed as a continuing presence within Dylan 
in the form of an inner-Other. 
 
4.1.4 The emergence of an emotional position.  From the analysis of session 12 a 
new position was identified, I-as self-doubt (conceptualised as position D); this position had a 
reflexive quality, and was also openly fearful, questioning its decisions and motivations in an 
unguarded fashion.  It was also more vulnerable than any of the previously identified 
positions.  In excerpt three below, this new position engages with the therapist about the end 
of his five-year relationship with his girlfriend: 
 
Excerpt 3.   (Therapist and Dylan, 78 – 80) 
 
Therapist: You’re gripped up with this 
Dylan: That’s it I mean yeah and yeah it just leaves me with that kind of 
uncertainty of I don’t know what I’m doing, I’m not happy but I 
wasn’t happy in our relationship, and I feel like I’ve done 
everything else, and the only left expectation was that I don’t see a 
future with her, I don’t want to have children with her, I don’t want 
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to move into a house with her you know, so why am I still doing 
this, and I know I’m not going to be happy in,  I’m not happy in the 
relationship then I’m not going to be happy after I break it off 
because obviously, there’s feelings, and there’s change and there’s 
loss, and it’s dealing with all these things that, you know for a 
quarter of my life I’ve spent with this person, and it is just adjusting 
to that but  
Therapist: But maybe you thought you might be a little bit happier than  
Dylan: I think I will be 
Therapist: You think you will be 
Dylan: I think I will be in a few weeks, a month, I think that gradually as 
time progresses I will be happier  
 
 
Key: I-as self-doubt  
         I-as autonomous 
 
In the I-as self-doubt position, Dylan was expressing his ambivalence, questioning his 
own actions.  After posing himself the question “why am I still doing this?” he became more 
reflexive within this position, answering his own questions with a set of reflective comments 
on his process whilst considering his future, his present and his past; he summed up why he 
felt the way he did at that moment.  This emergent open position could tolerate emotion, in 
his reflections quoted in excerpt three above, he expressed regret, sadness, frustration, loss 
and fear.  The growth in his ability, within this setting, to express his emotion emerged in 
conjunction with a growth in his ability to reflect on himself, and his differing I-positions and 















Figure 4:  Emergence of position D, enabling emotion and increasing reflexivity 
Dominant 
























4.1.5 Increasing reflexivity and the internalization of the therapist.  The second 
research question addressed how psychotherapy can facilitate the emergence of adaptive and 
reflexive I-positions, and the second major finding in this analysis was the identification of 
these I-positions and an examination of their interaction with the other voices of the self.  The 
ability to map the inner-other in this method allows for an inspection of how the therapist was 
becoming internalised by Dylan in the form of a new I-position.  The interpreted signs of 
increased reflexivity could have been the first indicators of the introjection of the therapist 
into Dylan’s intrapersonal landscape.  Dylan uses the very words which the therapist had 
spoken earlier “It’s a very long process isn’t it, it’s how to disentangle your life from 
someone with whom you spent a quarter of your life” (therapist, line 20).  These second-hand 
borrowed words were helping him to shape his own reflections, within the new self-doubting 
position Dylan was becoming an observer of himself.  This was evident in the position of I-as 
self-doubt; conversations with the therapist over the preceding 12 weeks opened a dialogical 
process whereby Dylan was openly questioning himself more.  This had been instigated by 
the therapist’s enquiring stance in the sessions.  This interaction between therapist and client 
was facilitating this growth in curiosity in Dylan, challenging historic values he may have 
incorporated from others, for example his grandfather, and allowing new views to penetrate 
the inner landscape and re-structure his narratives.  
Leiman (2000) defined reflexivity as the ability to take oneself as an object of speech 
and of thought; Dylan was beginning in this session to reflect on his different positions from 
this new burgeoning, questioning emotional position.  Dimaggio, Hermans and Lysaker 
(2010) proposed that the development of a metaposition can aid one’s ability to make 
adaptive decisions between positions.  This newly grown self-doubt position (position D) 
may have enhanced Dylan’s capacity to dialogue between positions, allowing for more 
resolution of the ensuing internal conflict, and a greater sense of internal coherence. 
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4.1.6 The new adaptive position and the forming of an alliance.  Dominant 
amongst the repertoire of positions in Dylan’s final session was the I-as autonomous position.  
The narratives in this final session were dominated by agentic tales of moving toward 
aspirations and goals.  The level of reflexivity was high compared to previous sessions, and a 
new position of I-as Exciting Future had come online, this can be conceptualised as position 
E.  The growing strength of the I-as autonomous position was possibly due to its alliance with 
the new I-as exciting future position.  These two I-positions desired the same things, both 
wanted to be free to move forward in new relationships and with new career opportunities, 
unfettered by the needs of his family.  Reflexive Position E was enabling collaboration, 
negotiation and the achievement of goals and actualisation through this increased co-
operation and awareness of his own I-positions within the repertoire.  The coalition formed 
by the alignment of these two dynamic I-positions kept out the I-as responsible position, 
which was so prevalent in the first session.  Dylan’s talk was dominated by the future, not the 
old feelings of guilt and responsibility he previously had said he felt for others.  Key to the 
aetiology of this new adaptive position of I-as exciting future was the increased reflexivity. 
This I-position utilised newly grown insight, co-constructed from dialogue which had 
occurred with the therapist, as evidence to reassure himself that he was moving in the right 
direction: 
Excerpt 4. (Dylan, -c38) 
“I’ve spoken about things with you, and even if it wasn’t you directly telling me, or  you 
never told me what to do, but you let me listen, or you listened and then spoke to me in a way 
that offered a different view that allowed me to kind of think about what I really 
wanted[…..], and I feel like, so I’ve done a lot this year[…]I think they’ve ( therapy sessions) 
been more instrumental in my, in this six months, have been more impactful in my whole life 
than probably the last five years put together”   
 




 Excerpt four above illustrates the evaluative tone so prevalent in this final session, 
where the therapist and Dylan are aware that the weekly meetings are coming to an end.  
Repeatedly Dylan directly references the therapist, and his reflexive talk reveals echoes of the 
therapist’s questions, which have been such an integral part of the previous 24 weeks.  This I-
as exciting future position often focused on the future to explain his motivation and 
behaviour in the present; in the section above he also reflectively joined this with the past, 
most notably in the way he brought in the role the therapist has played in his development.  
 
4.1.7 Case one summary. This analysis of Dylan’s psychotherapy sessions across 24 
weeks highlights important findings which pertain to the research questions.  The first 
research question addressed how I-positions interact to sustain depression; the finding 
relating to this question in Dylan’s case concerned the main interactional pattern identified in 
Dylan in the first session.  This was his inability to withstand the conflict brought about by 
two conflictual opposing I-positions, I-as autonomous and I-as responsible.  Their 
diametrically opposing needs clashed creating discord and tension, this led to the deployment 
of a shutting down I-position, I-as cynic, which closed off the intrapsychic conflict by 
apathetically and pessimistically adopting a hopeless stance on all matters.  This mechanism, 
within the structure of the repertoire of I-positions, maintained the depression by never 
allowing a working through of emotion. This prohibited his ability to reflect on problematic 
experiences, and prevented any negotiation between the different I-positions with their 
differing needs and desires.  
The second research question focused on how psychotherapy can facilitate the 
emergence of adaptive and reflexive positions; the second main finding was the emergence of 
a new emotional I-position, I-as self-doubt.  This new I-position allowed for movement 
within the structure of the inner landscape; the I-as cynic position was made redundant due to 
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the increasing ability Dylan had to withstand the inner conflict produced by the first two 
opposing conflictual I-positions.  The emotional position was acting as an outlet for the 
conflict created, and consequently more conflict could be tolerated.  Lastly, increased levels 
of self-reflection became apparent, alongside the growth of the emotional I-position, and in 
the final session another adaptive I-position, I-as exciting future emerged.  This position 
reflected on possible new meanings regarding his past experiences and narratives, there were 
also signs that a process of internalisation of the therapist had occurred, as Dylan spoke the 
therapist’s words as if they were his own.  This internalising process enabled him to 




4.2 Case Two: Lucy  
 
Lucy is a 20 year old white British woman, in her second year of a post-graduate 
training programme. She was referred to the clinic by the well-being officer on the University 
campus after disclosing about her depression.  As a teenager, she had a friend who repeatedly 
self-harmed and used to threaten suicide, making Lucy promise not to disclose this 
information to anyone.  Lucy felt this was when her anxiety and depression began, as she 
kept her friend’s secret from her family and from school. 
Table 7. 
Lucy: Internal I-positions and Inner-Others 
 Internal I-
positions  









Focuses on self as an ill, 
sick person who needs 
medical help, a 
victimised position at the 
mercy of others 
 
‘I get chucked around the 
doctors so much, different 
doctor each time and I have 
to explain my entire life story 
every time and it’s just so 
annoying because you have 
10 minutes with the doctor 
and they sit there with like 






Friends who know 






behaviours from others, a 
controlling position with 
a harsh critical tone 
directed at the self, 
manipulative to others  
 
‘I was like oh shit I can’t be 
telling her actually how I feel 
anymore I have to make out 
I’m fine, I have to pretend 
that I’m all happy and 
everything’s perfect’ c143 
Others who she feels 
may control her 
(generalised) who she 






always tired and desires 
escape in the form of 
sleep 
 
‘I’m just not with it and then 
by physically shut down I 
stop doing things, I stop 
going to places I stop seeing 
people I stop doing things 









 I-as wronged 
and angry 
A raging, revengeful 
position, feels wronged, 
explosive bursts of anger 
‘she just looked at a dead 
face, and I was like ‘fuck off’ 
and I was so angry’ c5 










I-as person in 
recovery 
Reflects on her 
programme of recovery 
like it’s a fixed guide, 
uses past experiences as 
evidence of what could 
occur if not on 
programme 
I can just like take a step 
back from things like, that’s a 
dumb idea, or like or like 





4.2.1 Two oppositional positions. Like Dylan in the previous case, Lucy had two 
dominant I-positions in session one; I-as illness (position A) and I-as concealing controller 
(position B).  Similarly, to Dylan, these positions had diametrically opposed objectives. The 
illness position had a patient identity in the sessions with the therapist and spoke from a 
medical speech genre, she spent much of the time explaining medical interventions she had 
experienced, citing medical anecdotes to the therapist.  The inner-Others which dominated 
her speech are mostly medical professionals, to whom she was a patient, and she evoked in 
the therapist a medical tone by positioning herself as the patient in how she was relating to 
the therapist in this I-position.  The concealing controller position was a closed, defensive 
position which attempted to maintain certain behaviours, namely the eating disorder or self-
harming, by concealing it from others.  These two positions had directly opposing aims, one 
was actively seeking help, and the other was concealing the problems to avoid interventions 
or help from others.  Excerpt five below illustrates these two opposing positions: 
 
  Excerpt 5.  (Lucy and therapist, 1 – 9) 
Lucy: It wasn’t contagious sorry I didn’t realise I was ill 
Therapist: No that’s ok what did the doctors say then? 
Lucy: They think it was just like a weird virus thing, it wasn’t a 
contagious virus, it was just a virus 
Therapist: Ok 
Lucy: And I’m obviously just completely dehydrated which made 
me more dizzy and stuff  
Therapist: Right then I’m sure you are aware if you are not eating very 
much it’s so easy to become dehydrated and your immune 
system goes down as well 
Lucy: Yeah, my immune system has got so bad  
Therapist: Are you finding you are getting sick a lot 
	 88 
Lucy: All the time  
Therapist: Right 
Lucy: It’s so annoying  
Therapist: Yeah, so that was last week you went to hospital 
Lucy: Thursday night 
Therapist: Ok and when you went did you tell them about your eating? 
Lucy:  The thing is like my, my friends were with me and they don’t 
know  
Therapist: Ok right 
Lucy: And I don’t really want to bring it up because they are already 
trying to act like my mum and it’s really annoying, and like 
they go through my room, make sure I’m not taking any pills 
they stand outside the door to make sure I’m not being sick 
whilst I’m going to the toilet like, yeah, so I was like I don’t 
need them to know anything else  
 
 
Key: I-as Illness  
         I-as Concealing Controller  
 
Excerpt five begins with Lucy in the I-as Illness position, the therapist’s reply to 
Lucy’s first comment endorses the presented reality of illness, by asking “what did the 
doctors say then?” the therapist aligns with Lucy, in positioning the doctors as the all-
knowing professional who can diagnose and possibly fix the medical problem.  The therapist 
then goes even further by focusing on fixing the physical problems herself by advising Lucy 
about becoming de-hydrated and warning her about the possible weakness of her immune 
system.  This intervention perpetuates the I-as illness narrative, re-enforcing that the therapist 
also perceives her as ill and vulnerable.  Lucy in turn goes on to explain more about how 
“bad” her immune system is, and how she is sick “all the time”, confirming again her identity 
as an ill patient, the detection of a ‘patient’ I-position was also reflected upon in the case of 
Dermot (case five) which can be found in the Appendix M. The roles of these two 
individuals, therapist and Lucy as client were being clearly defined in this initial session 
opening excerpt,  
There was a switch that occurred when the therapist brought up the question of Lucy 
disclosing her eating disorder to the medical staff; Lucy’s I-as concealer controller position 
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comes online in a defensive manoeuvre.  This position’s recurring objective was to conceal 
the eating disorder and the self-harming behaviours from others.  Lucy deployed the 
unwanted reactions of her friends as being the reason she was not willing to disclose this 
information.  She permits medical Others (which include the therapist in this exchange) to be 
aware of her vulnerability, but concealed this aspect of herself from friends and family.  This 
is the overall dynamic which played out in Lucy’s sessions with the therapist, the I-as Illness 
position wanted help, but the I-as Concealer Controller wanted to be left alone, not wanting 
any interference from close others as illustrated by the line “I don’t need them to know 
anything else”.  
The lack of dialogue between these two positions is problematic; and at this stage 
there was very little evidence of the awareness of one position when in the other position, 
which could be conceptualised as a distinct lack of reflexivity.  Dimaggio, Hermans and 
Lysaker (2010) proposed that in an emerging context, like that of being in a therapy session, 
an aspect of self may also emerge to adapt to that context.  In this case, the Illness position 
may have emerged as it felt appropriate in this context of the therapeutic setting.  However, 
the concealer position was not adaptive to the contextual situation, and was blocking further 
investigation.  The tension between these two positions brought online the third position of 




Figure 5. Internal pattern of conflict within Lucy, supressed by the third position	
	
4.2.2 The hopeless third position. The third position in Lucy’s case is that of I-as 
hopeless shutdown (position C); this position suppresses conflict, both intrapersonal and 
interpersonal, by closing everything down with a sense of hopelessness and pointlessness.  
 
Excerpt 6. (Therapist and Lucy, 48 – 53) 
Therapist: So, you’ve been eating anything since Friday? 
Lucy: Mmm on and off like just you know 
Therapist: I don’t know, tell me 
Lucy: Like I don’t know like, some veg maybe some fruit erm, must 
have been some other stuff as well which I can’t  
Therapist: But very minimal 
Lucy: I just don’t have an appetite at all erm, I didn’t do my food 
diary last week because I just didn’t want to think about it  
Therapist: Ok 
Lucy: Erm and like it was just a bad week so, yeah, I just kind of shut 
down this whole week really  
Therapist: Yeah although it doesn’t sound like you’ve really shut down 
because you’re feeling really quite low, which means that you 












Lucy: No, but I mean as in like from other people 
Therapist: Ok 
Lucy: So, I just don’t want to be around people  
 
Key: I-as Illness 
         I-as Concealing Controller  
         I-as Hopeless Shutdown  
 
 
Within excerpt six above, when considering the concept of addressivity, Lucy’s 
comments could be interpreted as defensive; triggered by the questioning of the therapist 
which was very specific regarding her eating patterns.  This enquiry from the therapist 
initiated the inner conflictual process between her two opposing positions.  The illness 
position elicits this kind of questioning from the therapist by revealing her lack of eating “on 
and off like just you know”, but the concealer position is evasive in answering the questions 
on this topic.  The tension between these two opposing positions is then culled by the 
hopeless shutdown position, at this point Lucy cannot tolerate the inner conflict which is 
occurring, hence this position is deployed to close off the encounter, and to attempt to finish 
the therapist’s persistent enquiry.  
Excerpt six provides an example of three I-positions interacting with the therapist. 
These were coded during stage one of the analysis after listening on a few occasions to the 
audio recordings and transcribing them. On coding these labels my own interpretative process 
is undoubtedly influenced firstly by the vocal tone, volume and rhythm which I have 
witnessed during this process.  In presenting in this thesis only specific elements of the 
transcript, it is difficult to convey all these elements which have impacted my coding 
decisions.  In this excerpt, there were clear vocal shifts between these I-positions, I-as illness 
spoke slowly and with a lot of space between each word. I-as concealing controller was much 
snappier and faster in its delivery, and I- as hopeless shutdown had a breathy, exasperated sad 
quality.  Alongside the influence of the vocal quality on the audio-recordings another 
influence is my own psychotherapeutic training and background.  After years studied 
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psychotherapy theory from a range of modalities I am undoubtedly infused with this material 
and this affects the assumptions I make during many steps of the analysis process.  From the 
epistemological position which informs this piece of research I accept that this is inevitable 














Figure 6:  Emergence of position D: enabling emotion and increasing reflexivity 
 
 
4.2.3 The emergence of an emotional position. The analysis of the middle session 
revealed a new emotional position I-as wronged and angry, this I-position with its capacity 
for withstanding emotion, and ability to engage in reflection, created a reversal of a 
problematic narrative.  Where in the previous session Lucy blamed herself for her friend’s 
historic self-harming and suicide attempts, this wronged position now presented a different 
narrative where Lucy was cast as a victim rather than a perpetrator. 
Excerpt 7. (Therapist and Lucy, 13 – 15) 
Therapist: So, you said that you had a conversation with her so did you 
talk about some of the stuff?  
Lucy: No, I was like literally did not want to speak to her, I was like 
having fun with my friends[….], and then she just wanted to 
talk and I was like I’m not having a deep conversation with 
you, one I can barely see straight anyway  
Therapist: Yep 
Lucy: Two, when I’m trying to get over what you put in my head and 
three, I’m not ready for this 
Therapist: Did you say that to her? 
Dominant 
Position A   
I-as illness 
Dominant 


















Lucy: Well I was just like, I can’t deal with this right now fuck off, 
erm and I guess I could have gone about it a bit politer and I 
could have been like nicer about it, but I was angry, and also 
like the anger came from nowhere, like I was just like happy 
like not really knowing what was going on, and the next thing 
you know so angry, I just didn’t want to see her, I was like why 
do you have to be here  
 
Key: I-as Wronged and Angry  
 
  As excerpt seven above indicates, this shifting perspective was accompanied by a 
wealth of anger directed at the friend, as she blamed her for her own difficulties, “I’m trying 
to get over what you put in my head” (Lucy, Line 14).  However, two thirds into the session 
Lucy began to talk more reflexively about her relationship with her friend, and as the anger 
abated she was more able to withstand the emotional complexity of the situation.  
Comparing Lucy’s emergent emotional position, I-as wronged and angry to that of Dylan’s I-
as self-doubt, there is a parallel between how they both, through the outpouring of emotion, 
experienced a shift within the structure of their inner landscapes.  In Dylan’s case, his fear in 
this position enabled him to open a space to reflect on his desire for more freedom, his 
responsibilities and choices.  In Lucy’s case, the anger she experienced lead to an opening up 
of her reflexive abilities, and the opportunity to re-consider a past problematic experience. 
She reflected on the complexities of this area by once again immersing herself in the emotion 
which she had felt at the time of the experience, gaining a deeper understanding of the 
chronotopic (Bahktin,1981) contextual elements of time, space and the behaviour of others. 
In excerpt eight below, Lucy was asked by the therapist about the guilt she often spoken 
about with regards to this friend: 
Excerpt 8. (Therapist and Lucy, 147) 
Therapist: 
 
Yeah, so where does the guilt come into that, where does this 
idea, this kind of script that you’ve carried around, about being a 
bad person and it all being your fault, where does that fit in? 
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Lucy: I guess maybe I just didn’t fully respect how hard it was for her, 
and I made this whole thing about me, but actually she was going 
through shit, she was not ok, and maybe that was just her way of 
expressing it,  
 
Key: I-as Wronged and Angry  
 
The excerpt above indicates how when speaking in the I-as wronged and angry 
position Lucy was able to engage in complex ideas about herself and others.  She was 
reflective on how one affects the other, touching on the intersubjective nature of 
relationships.  She also showed signs of growing metacognitive abilities (DiMaggio, 
Hermans & Lysaker, 2010), possibly indicating the growth of a new reflexive position.  This 
new ability to reflect on herself and her friend is a response to the therapist’s line of 
questioning.  As the therapist attempts to quantify her beliefs that she is to blame in some 
way for the past, Lucy herself can question these held beliefs which in turn leads to a re-
formulation of them. 
This internalisation process involving the therapist illustrates how the actual other of 
the therapist permeates the I-positions in the therapy session.  Another internalisation is also 
apparent in this segment, as Lucy is speaking about her friend she could just as easily be 
talking about herself.  This is an example of how the friend was internalised by her, along 
with the problematic narrative which occurred between them at the time.  In this new 
wronged and angry I-position, she was now showing signs of becoming more accepting and 
compassionate in understanding the friend’s plight, just as was becoming more accepting and 
compassionate of herself in all her own configurations.  Again, this highlights the 
intersubjective process which has created these relationships, and illustrates the way as 
individuals we become other (Gillespie, 2007) even when we are sometimes attempting to 
prove we are not like the Other. 
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4.2.4 The new adaptive position and the idealised therapist.  The final therapy 
session was saturated in discourse from both parties which involved evaluating their work 
together, reflecting on changes which had taken place in the therapeutic process.  The 
analysis of this final session revealed a new adaptive position I-as person in recovery, 
conceptualised as position E; this position was reflective but in an underdeveloped way, Lucy 
talked about herself as being on a programme designed by the therapist, like a prescription 
that would be given by a doctor.  The therapist’s voice could clearly be detected in echoes in 
this position, and much of the speech in this position could be understood as ventriloquation, 
where the words appeared borrowed, sounding foreign in the mouth of the speaker (Aveling 
et al, 2015).  
Excerpt 9. (Therapist and Lucy, 27 – 29) 
Therapist: Everybody has intrusive thoughts, you know we all have them 
we will always have these random thoughts of oh I might jump 
in front of that bus, or you know or err oh I hate myself, they just 
come it’s when they start to take over that they become a 
problem 
Lucy: Yeah, they are not taking over anymore 
Therapist: And I guess if we can rationalise them, we are like oh let’s not 
jump in front of a bus, extreme example but yeah, so how do you 
know how to rationalise them when they come, what’s your 
strategy 
Lucy: Use your side of my brain (laughs) erm, I don’t know how to 
explain it, I can just like take a step back from things like, that’s 
a dumb idea, or like or like where has this taken me before […] 
and I was like where has this gone before, it just gets addictive 
and I was like bad idea, and I just went and called my mum 
instead, so I can take a step back from it now, like think about 
what I’m thinking 




Key: I-as Person in Recovery  
 
Unlike the adaptive E position in Dylan’s case (I-as Exciting Future), which was more 
individuated, this adaptive position in Lucy was less agentic, and can be interpreted as more 
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of a hybridized version of the I-as Illness position.  Lucy’s speech, when talking about her 
future, positioned the therapist as if she was physically insider her “Use your side of my 
brain” (Lucy Line,28) was an example of this, she was expressing to the therapist how she 
was attempting to internalise her, so she could draw on her in the future. 
  At the end of this last session, the ending of the therapy was brought into the 
discussion by the therapist.  Lucy had partially internalised the therapist into her I-as person 
in recovery position, and subsequently was experiencing a sense of panic as she tried to 
negotiate the survival of this new position, without the actual other of the therapist.  To 
manage, she resorted to the position identified in the first session, I-as hopeless shutdown 
(position C), to block the growing levels of emotion, this is illustrated in excerpt 10 below: 
Excerpt 10. (Therapist and Lucy, 120 -123) 
 
Therapist: Why is it that you don’t want to feel sad? 
Lucy: Because I feel happy today and I’m not usually happy, 
as you know 
Therapist: Yeah and what about when a different situation comes 
up and you’re happy and then it makes you feel sad 
Lucy: I think I’m happy today, let’s not be sad   
Therapist: But in our happiness, we have sad moments  
Lucy: I guess, I wasn’t supposed, we weren’t supposed to talk 
about this (crying) 
Therapist: I think it’s quite important to talk about  
Lucy: No because like now I have to do things by myself, even 
if you are my brain, even if you are half of it now  
 
Key: I-as Hopeless Shutdown  
 
Lucy’s attempts to shut down the conversation about the ending of therapy fail, and 
she eventually vocalises her fear that without the therapist “I have to do things by myself”.  
She was talking about the absence of the real therapist, even though she was acknowledging 
the inner other of the therapist remaining inside her with the statement “you are my brain”.  
The sadness Lucy was experiencing in ending the therapy may have been deepened due to the 
fact she was still in the early stages of internalising the therapist but assimilation had not yet 
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occurred.  This could have increased the fear that as she was losing the therapist, she was also 
losing a newly growing part of herself. 
 
4.2.5 Case two summary.  Considering the patterns in this case which sustain 
depression Lucy, like Dylan in the previous case study, presented with two battling I-
positions. These were the I-as illness and I-as concealing controller positions, and they were 
accompanied by their opposing aims and desires.  The shutdown mechanism deployed, when 
the conflict created by these two contrasting I-positions was too much to tolerate, was I-as 
hopeless shutdown (position C).  It is possible to theorise that this configuration can be 
understood as depression in action; one I-position seeks help, whilst the other rejects it - 
conflict ensues which is unbearable - and hence a defensive strategy is deployed to wipe out 
the discord, that of hopelessness.  These findings map on the first research question as this is 
the main mechanism identified in this study which relates to the structure of depression.  
During the course of therapy a new emotional position emerged, I-as wronged and 
angry (position D), this allowed for an outpouring of emotion and a growth in reflective 
functioning.  Narratives were re-formulated as Lucy began a process of internalising the 
therapist, and speaking in the therapist’s words which provided an illustration of 
ventriloquation in action.  At the end point, Lucy reverted back to the I-as hopeless shutdown 
position to manage her feeling of sadness at the loss of her therapist.  This sense of grief in 
the loss of the therapist was theorised as being particularly painful for Lucy as she was still in 
the early stages of internalising the therapist, and hence losing the therapist could have felt 
like she was losing this new adaptive and reflexive I-position (I-as recovery) (position E) 
which she had only recently developed.  These findings map on to the second research 
question as they describe what was happening during the course of the therapy which 
contributed to the emergence of new adaptive and reflexive I-positions.  They help to provide 
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4.3 Case Three: Jade 
 
Jade was a 20-year-old undergraduate student who self-referred to the clinic.  She 
lived in halls on campus but was struggling to stay there and kept returning home to her 
mother’s house.  She explained how she found social interaction very difficult and was often 
struggling with interpersonal relationships at University.  She had a history of severe self-
harm which was highlighted in the assessment stage at the clinic.  
 
Table 8. 
Jade: Internal I-positions and Inner-Others 
 Internal I-
positions  







I-as Part of a 
Proper Family 
Wants to be part of a unit, 
craves interaction with 
others and a sense of 
belonging 
‘It’s nice erm, it feels like, it 
kind of feels like we are like a 
proper family, all of us, if you 








anticipating dangerous other, 
fearful and worried 
‘I have to sort of second guess 
everything I don’t feel like, I 
think there must be a catch or 










Blaming, overly responsible 
for others, sadness and loss, 
self-critical 
‘I wonder if she’d never got 
pregnant with me, would her 
and my dad of even stayed 









 I-as wronged  Sees role others play in life 
events, processes others in 
relation to self, angry and 
sense of loss – feels let down 
‘Just thinking, maybe I’m so 
critical of myself because 
everybody else is so critical of 


















   
 
 
4.3.1 Monological processes in a barren landscape.  The other cases in this sample 
have illustrated, in a variety of ways, the change processes which individuals have undergone 
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over the course of therapy, and illustrated how the process has facilitated the emergence of 
new, adaptive and reflexive voices.  Jade’s case presented an empty inner landscape, with 
very few I-positions available, those who were detected operated in a monological fashion, 
with little dialogue between them.  These differences will be explored, alongside the aspects 
of the therapy which lead to the early termination of the sessions, at session 23. 
 
4.3.2 Two opposing positions.  Like the other cases in this sample, from the very 
beginning of the session Jade displayed an inner conflict between I-positions which had 
dichotomous objectives.  These positions fought for dominance, trying to achieve their goals. 
The I-as a part of a proper family (position A) desired to be part of a family unit, which 
incorporated all her siblings and extended family and her father.  The I-as vigilant protector 
(position B) position feared this kind of investment in relationships with others; anticipating 
disappointment it prevented Jade from getting too close to others in the family for fear of 
rejection and loss.  The presentation of these polarised positions is illustrated in the segment 
selected below: 
 
Excerpt 11. (Therapist and Jade, 2 -7) 
Jade:  I have a birthday coming up next month and he keeps 
asking me what I want for my birthday so he can start 
saving up and stuff, I got a card from him last year but 
not a present so 
Therapist: Right so it sounds as if he’s been making quite an 
effort, as you say, to do dad like things yeah, and that’s 
not the way that he has been before, how do you feel 
about that? 
Jade: Erm it feels unusual like I’m not entirely sure if I 
should invest myself in this, I’m not sure if I will feel 
loss 
Therapist: Invest yourself in the relationship with him? 
Jade: Yeah or the way he’s been acting  
Therapist: Mmm has that been your experience before Jade?  
Jade: Yeah 
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Therapist: Yeah so being unsure certainly must bring up then 
some feelings for you like the uncertainty of whether or 
not you should invest in it 
Jade: Mmmm 
Therapist: How do you feel when you’re with him? 
Jade: Erm it’s nice, it feels like, it kind of feels like we are 
like a proper family all of us if you see what I mean, 
like afterwards like I have to sort of second guess 
everything I don’t feel like, I think there must be a 
catch or something bad’s gonna happen   
 
 
Key: I-as Part of a Proper Family  
         I-as Vigilant Protector  
 
In this beginning of the therapy session, the I-as part of a proper family position was 
open and willing to share her feelings with the therapist.  This position was craving to be part 
of a unit, a ‘proper’ family, and the recent family events had provided that, there was an 
accompanying positivity to Jade’s narrative, a hopefulness.  In contrast, the intermittent 
interjecting of the I-as vigilant protector position had a negative, foreboding tone as it 
attempted to shut down relations with others, in this case her father.  
These two positions can be seen co-existing side by side but crucially there are not in 
dialogue with each other; Jade presented opposing narratives to the therapist one in the I-as 
part of a proper family position, and then another in the I-as vigilant protector, but they did 
not intersect or relate to one another in a dialogical exchange.  This was most apparent in the 
end segment, when the proper family I-position spoke about how ‘nice’ it felt to be a ‘proper 
family’ and then the vigilant I-position dissected the experience to look for ‘the catch’, to 
stave off the impending loss or hurt that was anticipated.  This section illustrates how two 
positions can co-exist, whilst attempting to attain separate objectives in a parallel process 
without interacting with one another.  There was an inability for these positions to dialogue, 
an impoverished sense of intrapersonal functioning and distinct lack of reflective function. 
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4.3.3 The third position and problematic Others in the self.  In the previous case 
of Dylan and his deceased grandfather, the analysis showed how an inner-other can reside 
embedded within an I-position along with its attitudes, morals and beliefs.  A narrative can 
also be internalised which is supplied by the inner-Other, this can underpin the characteristics 
of the position, either directly or indirectly.  Jade had a very problematic narrative which 
concerned her ontological insecurity (Laing, 1960), and it was possible that this had 
contributed to the formation of the third position - I- as shouldn’t exist (position C).  This 
position functioned in a web of self-blame, overly responsible for the struggles of others, a 
wealth of self-hatred and through a narrative which told her that her birth was a mistake.  In 
the section below the therapist was asking about Jade’s previous comment that her mother 
had a right to be angry. 
Excerpt 12. (Therapist and Jade, 43 – 46) 
Therapist: What make you say that she feels she’s entitled to her anger? 
Jade: My mum talks a lot about how she feels like life has been 
unfair to her  
Therapist: In what way? 
Jade: Like when she’s angry she’ll go on like these rants about how 
she’s a single mother with no money, you know if you do 
something that she doesn’t like, or in trouble she’ll be like 
‘you know you have no respect for me, I had breast cancer I 
could have died, I, you owe me more than this’ about how 
little my dad does for us, compared to what she does, stuff 
like that  
Therapist:  How does it make you feel when she says those kind of 
things? 
Jade: I Feel guilty for existing 
Therapist: That’s’ a very powerful to say Jade 
Jade: I have no idea why my mum had kids, but like because I’m 
the eldest and all this, I feel like I started it, like she had me 
and then she couldn’t stop like so she was with my dad, and 
they weren’t together for very long when she got pregnant, so 
then I was born and then she got pregnant with my sister, so 
then they had to stay together, and then my dad works and 
my mum works, and then all these years went by, and then 
my mum got pregnant with my brother, and she got pregnant 
with my other sister, and then everything went terribly 
wrong, but I wonder if she’d never got pregnant with me, 
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would her and my dad of even stayed together, because they 
don’t match up very well, so I feel like it’s kind of my fault  
 
Key: I-as Shouldn’t Exist  
In the I-as shouldn’t exist position, Jade uses the words of her mother in the form of a 
quote to show the therapist how this inner-other has impacted her life; she illustrates for the 
therapist the pain she experienced as she was cast in the role of an ungrateful and 
disrespectful daughter.  This narrative, borrowed from mother and grandmother, has been 
internalised by Jade, this was indicated by her answer to the therapist’s question about how 
she felt about these comments, “I feel guilty for existing”.  
In this I-position Jade went on to share, in a very monological form, the story of why 
she felt she shouldn’t exist.  As this story unfolded, it became clear that she blamed herself 
for everything going “terribly wrong” in her parent’s relationship.  She saw herself as 
responsible, in this position, for the creation of this not ‘proper family’ that she found herself 
embedded in. Jade’s mother’s words, which she presented for the therapist, are rich in 
cultural and societal meanings.  She was a single parent, she was living in poverty, these and 
other elements go on to inform the sense of shame which is internalised by Jade in this 
position.  
In excerpt 13 below, Jade in the I-as shouldn’t exist position goes into more detail 








Excerpt 13. (Jade, 49) 
Jade: Before my mum got pregnant with me she was like receptionist in a 
surveyor’s office. My mum and my nan always like to talk about 
how smart my mum was, how she got all these good results at 
school, and she could have gone on and done like anything she 
wanted and she was working in a surveyor’s office, and she had me 
and my sister and somehow ended up working nights in Morrisons, 
and just hearing stuff like that makes me feel like, sort of makes the 
connection, well ok well if I hadn’t been born she would have 
stayed in the surveyor’s office. I don’t know how promotion works 
or worked back in the nineties, but maybe she could have become 
an intern or delved into law, properly made something of herself. I 
don’t know, but like what I hear is like ‘you know your mum was 
doing really well for herself and then she got pregnant’  
Key: I-as Shouldn’t Exist  
The account given by Jade in this section provides a rationale for the existence of  I-as 
Shouldn’t Exist; in this narrative, the birth of Jade prohibited Mother’s actualisation, 
confining her to a life which Jade felt she could have exceeded, if it weren’t for her birth. 
Jade then used the words of another inner -Other, her grandmother, to confirm how 
promising her mother’s life was prior to her own existence.  Indirect quotes illustrate how 
much potential mum had; this is backed up by the grandmother who at the end of the segment 
is indirectly quoted again, confirming how well mum was doing before getting pregnant with 
Jade.  This narrative can be conceptualised as a problem which restricts growth, change and 
flexibility within the interpersonal repertoire of positions.  With a dominant self-blaming 
narrative constantly running in the background, meaning making abilities can be 
contaminated, as this I-as shouldn’t exist position consistently blames itself for the 
difficulties which are experienced.  
Jade’s discourse in this monological speech holds within it societal attitudes which 
have been internalised; ideas about what represents a good job for example, about 
achievement in life and ‘making something of yourself’.  Borrowed words and attitudes 
become re-cycled by Jade and used in a negative damning way to re-enforce the narrative that 
she, by her very existence, prevented these things from happening. 
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This self-blaming position (position C) operated as an effective third position; it had a 
powerful ability to squash the inner conflict created by the two opposing positions (A & B) 
with their clashing objectives.  It endowed itself as being to blame for everything, taking 
responsibility for all that was wrong and giving up in a defeated fashion.  This interactional 
pattern perpetuated the depression, as it prevented the working through of problematic 
narratives and experiences by blaming the self, thereby reinforcing a monological internal 





Figure 7: Internal pattern of conflict within Jade, supressed by the third position 
 
4.3.4 The emergence of an emotional position.  As has been mentioned before, for 
the purposes of answering the research questions only certain positions, relevant to the 


















most cases, there was a wealth of other positions which were present but not focused upon 
(for a full list from one participant see Appendix I).  This was not the case with Jade 
however, in her case there were only a handful of positions in all the three sessions, and a 
noticeable lack of interaction between them.  There was an absence, by the midpoint analysis 
at session 12, of the more positive voice from the previous session; I-as part of a proper 
family.  There was also a new position of I-as wronged (position D), a position which could 
feel anger at those she felt had wronged her and let her down.  This new burgeoning position 
questioned the existing narratives, was becoming more assertive and had a sense of agency.  
It reflected on the part that others had to play in past events.  There was also a sense of loss 
experienced in this position, a consideration of what could have been, and a re-evaluation of 
her own role and power.  In excerpt 14 below Jade is reflecting on her father and mother in 
the I-as wronged position: 
Excerpt 14. (Jade, 58) 
Jade: “I don’t know if that’s cos I rarely see him, or what he thinks about 
it, I mean I don’t really know anything about my dad, I mean he’s 
been there but I don’t know his ideas on things, I don’t know what 
he believes about things, which is weird, and my mum’s just a very 
hard person in general”  
 
Key: I-as Wronged  
In the new emotional position of I-as wronged there was an increased ability to reflect 
on self and others, and to re-evaluate the role others had played in her life with a 
consideration of how this had impacted her own experience.  This new questioning position 






Excerpt 15. (Therapist and Jade, 59 - 60) 
Jade: Hindsight is great  
Therapist: Hindsight is great Jade yes, but obviously questions that 
you’ve thought about, or things that you’ve thought about 
(long pause) you’ve gone silent 
Jade: Mmm just thinking, maybe I’m so critical of myself because 
everybody else is so critical of me, maybe it’s that simple  
 
 
Key: I-as Wronged  
In excerpt 15, after a long pause contemplating the therapist’s final comment, Jade 
reflected on the aetiology of her self–criticism, she could contemplate that it was perhaps not 
all her fault – a move away from the default I-as shouldn’t exist position of self-blame.  The 
ability to reflect on the part others had played in her life in the emotional D position, I-as 
wronged, had reduced her need to deploy the third position, emotion and reflection enables 
position C to make way for position D.  This was an extremely positive development 
therapeutically as it was a sign that the harsh critical punitive position of I-as shouldn’t exist 
(position C), which in the first session was so ontologically insecure, was losing its 
dominance in the repertoire to other I-positions.  A meaning bridge (Brinegar, et al., 2006) 
was potentially being formed by this newly grown wronged position, possibly in attempting 
to align with the vigilant protector, allowing the possibility of a shift and re-configuration in 
the dynamic structure of I-positions. 
 
4.3.5 An internal empty form.  The final Jade therapy session analysed was the 
penultimate 23rd session of therapy, as she did not attend her last session.  She had attended 
all the other sessions previously, and no reason was ever given for not attending the final 
session, as she never returned.  The analysis uncovered distinct differences in this end session 
from the other final sessions analysed in this sample.  Whilst there was movement in the 
intrapersonal repertoire in the middle session, with the emergence of the emotional reflective 
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position I-as wronged (position D), in this last session there was a barren inner landscape, and 
unlike the other cases there was not an emergent adaptive position E.  Lysaker and Lysaker 
(2002) theorised this kind of individual presentation of barrenness as being an empty form, 
void of the richness which is so often present in dialogical inner landscapes.  The few I-
positions which had been present throughout appeared more entrenched, rigid and 
monological than previously observed, with less or no observable dialogue between them. 
In this final session, the absence of the new, emotional reflective position of I-as 
wronged (position D), meant a return to the dominance of I-as shouldn’t exist, the 
problematic third position (C).  
 
Excerpt 16. (Therapist and Jade, 13 -15) 
Therapist: It sounds like it’s quite difficult for yourself to do that, as in 
being kind to yourself, being compassionate with yourself, 
it seems like it’s much more easy for you to be angry with 
yourself, to you know to, be judgemental to be self-critical  
Jade: I don’t feel like I deserve it 
Therapist:  So, for you, you telling yourself that you don’t deserve it 
seems to be easier than being more self-understanding yeah, 
how does being self-critical and being angry with yourself 
help you in a situation like this? 
Jade: I don’t know it probably doesn’t, where is being 
compassionate gonna get me, you know, oh we’ve ruined it 
this time, I guess next time you just have to do better, if 
there even is a next time, like there’s no like infinity of tries 
of the, can’t keep doing this, and if I’m gonna be 
understanding it’s just like encouraging myself 
 
Key: I-as Shouldn’t Exist  
The second research question considers how the process of psychotherapy can 
facilitate the emergence of new adaptive and reflexive positions. In Jade’s case, whilst a new 
position emerged in the middle session, this newly grown position was not present in this 
final session.  In excerpt 16 above, the therapist commented on Jade’s self-critical 
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judgemental view of herself, whilst he did this she was in the I-as shouldn’t exist position. 
She responded to him in the present tense, a recurrent pattern in this position which gave it a 
sense of agency and immediacy.  In his next intervention, he challenged her comments that it 
was easier for her to be critical of herself than understanding of herself.  This triggered an 
even harsher self-critical reaction from Jade.  In this I-position she may have received his 
interventions as criticism, the therapist hasn’t attempted to address this specific I-position, to 
dialogue with it. Instead of this he expressed how unhelpful he felt this way of being was to 
Jade.  This created a rupture, as Jade, whilst still in the same self-blaming position, used an 
echo of his word ‘compassion’ to throw back at him, deriding his suggestion.  
At the end of this excerpt Jade comments that by being understanding she will be 
“just like encouraging myself”, this discourse highlighted how the I-as shouldn’t exist 
position could not be kind and compassionate to itself, as it would just “encourage” what she 
deemed as unacceptable behaviour.  This could also be viewed as an echo of the speech of 
Jade’s mother, who Jade described “a very hard person” in the excerpt 14 listed earlier, this 
would make sense, as the inner- other of Jade’s mother dominated the inner world of the I-as 
shouldn’t exist position.  The speech in this section is not only borrowed from the mother, but 
the attitude that Jade’s mother has in relation to Jade is also introjected, resulting in this 




















Figure 8: Interaction of Internal I-positions over 23 weeks for Jade 
4.3.6 Internalization by differentiation.  In the final session analysed, alongside 
noting the absence of reflexive growth another relevant finding was that the dominant 
position of I-as Shouldn’t Exist (position C) became more and more fixed and rigid.  The 
therapist’s interventions seemed to be re-enforcing these positions, as he attempted to counter 
them, rather than promoting flexibility in the repertoire.  
Excerpt 17. (Therapist and Jade, 19) 
Therapist: It’s about actually acknowledging well you know, maybe I 
did miss something, maybe there were things here that I 
could have done differently but I can learn from that, or I 
can do something differently next time round, as opposed to 
you know, I will just use this as an excuse to repeat many 
times in the future doing the same thing again (pause) what 
do you make of what I’ve just said to you? (pause) 
Jade: I mean I guess I’m just, for me it will never be that easy, so 
even making mistakes, they just end up being an 
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next time, it’s never really that easy is it? Like anxiety is 
never going to make it that easy  
 
 
Key: I-as Shouldn’t Exist  
Jade listened to the intervention by the therapist in the beginning section of excerpt 
17, and then there was a long pause.  She responded, and her first line clearly positioned her 
as not identifying with him.  With the use of her words “for me it will never be that easy” she 
has drawn on the differences between them, and the use of the word “never” showed the 
therapist that this was a non-negotiable difference between them.  It’s interesting to note the 
use of I by the therapist as if he is speaking for her, maybe it is this assumption that he can 
speak for her that leads her to reject his words and thoughts, showing him the differences 
between them. 
 
4.3.7 Case three summary.  The same patterns which sustain depression were 
identified in this case, but some important differences were highlighted. These differences 
related to the way the psychotherapy process and the relationship with the therapist both 
enabled and disabled the emergence of new I-positions.  The relationship to the therapist at 
the final stage was very different to the others in the sample, where each of the other 
individuals showed signs of internalisation of the therapist which was present in their 
language.  Jade, in excerpt 17, counter identified with the therapist; by showing him how she 
was not like him.  It could be argued that the therapist was influencing her as an inner-Other, 
but in a negative way.  She was forming a counter I-position which had to be different from 
the therapist.  This negative internalisation could be interpreted as being the main reason for 
the lack of growth of reflective function from the middle session, to the final session (for a 
similar example of a negative response to the therapist see Josh (case four) in Appendix L).  
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Blocking the positive internalisation of the therapist Jade would not be able to internalise the 
reflective and enquiring stance the therapist was modelling. Subsequently she then would 
have had to adapt to functioning in an oppositional way – hence the deployment of the harsh, 
critical self-blaming position. 
 
4.4 Overall View of the Main Findings  
There are two main findings from this study which have evolved from this analysis, 
these findings can be viewed as being pertinent to the two research questions which were 
presented in the beginning of this chapter.  The first finding involves the interaction between 
existing I-positions and the maintenance of depression, and the second finding concerns the 
emergence of new adaptive emotional and reflexive positions. 
Below is the main finding which maps on to the first research question in this thesis, it is 
a description of the interactional patterns between I-positions which sustain depression in this 
sample: 
1. There is an interactive pattern which begins with the oppositional relationship 
between two I-positions, A and B. These positions have different objectives, needs 
and desires, which are in conflict.  
2. This conflict induces so much psychological tension that a third position, position C, 
is deployed to shut down the battle between the two oppositional positions.  Position 
C is apathetic, hopeless, helpless and passive, and yet it has the ability to close down 
emotion.  The deployment of this apathetic C position prevents negotiation between I-
positions and reflexive growth as emotion is supressed.  This pattern was identified in 
the first therapy sessions in all the cases.  
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Below is the main finding which maps on to the second research question in this thesis, 
relating to how psychotherapy can facilitate the emergence of adaptive and reflexive I-
positions: 
1. By the midpoint of the therapy, a new I-position with an emotional character, 
emerged; position D. This new position enabled a flow of emotion to enter the 
dialogical landscape, and a re-formulation of some of the old accompanying 
problematic narratives.  This ability to tolerate emotion in this position cancelled out 
the third position, position C; as it was no longer deployed to shut down emotion it 
became less dominant.  At this stage, A and B, the original oppositional positions, 
were more able to co-exist and sustain the tension even entering into a negotiation 
process, as they had the emotional outlet of position D.  This was evident in four of 
five cases. 
2. At the endpoint of the therapy there was another emergent position, position E, which 
had a strong reflexive tone.  It was a position which could conceptualise effectively 
the other positions in the repertoire, enabling a more in-depth understanding of all the 
different positions, and in turn a sense of being more whole.  In some cases, this was 
conceptualised as a hybridized version of an already existing position, one which had 
new bolted on aspects that were altering its structure and behaviour.  Micro-analysis 
of the speech in this newly emerged reflexive I-position revealed the presence of the 
inner-other of the therapist, this was identified in four cases of the five cases. It is 
proposed from this finding that there is a link between the internalisation of the 
therapist as an inner-Other, and the ability to form a new reflexively informed I- 
position during the course of therapy. 
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A discussion of how these findings relate to existing research will follow in chapter Four, 




Chapter 5:  Discussion 
 
This research aimed to explore the multivoicedness of clients who were diagnosed 
with depression.  This was undertaken by conducting a dialogical analysis of psychotherapy 
transcripts from therapy sessions where clients were receiving pluralistic therapy for 
depression.  By analysing the dialogue in this setting, with this clinical population, the 
intention was to access the naturally occurring I- positions and track their patterns of 
interaction over time.  The overarching aim of this research was to enhance clinician’s 
understanding of depression and to explore ways in which working dialogically can improve 
therapeutic practice.  This study asked the following research questions to achieve these 
aims: 
 1.How do I-positions interact to sustain depression? 
 2.How can psychotherapy facilitate the emergence of adaptive and reflexive I-positions?  
5.1 Methodological Considerations 
The methodology for this study was specifically selected in line with the research 
questions, to enable a full dialogical analysis of the multivoicedness of this clinical 
population.  The chosen qualitative method for analysing multivoicedness (QUAM) is a 
unique method which allows for an in-depth micro-analysis of I-positions, inner-Others and 
actual others and their interaction in an individual’s speech.  Choosing this dialogical method 
of analysis aligns with the epistemological position adopted for this study, that of dialogism.  
Underpinning this research is the belief that language cannot be neutral and that our words 
are never purely our own but borrowed from others as Bahktin (1981 p.276) explains “the 
living utterance, having taken meaning and shape at a particular historical moment, in a 
socially specific environment, cannot fail to brush up against thousands of living dialogic 
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threads”.  Whilst many other methodological tools have been devised to examine I-positions, 
none of them are designed to examine the other in the self, or inner-other, or how these two 
parties interact.  This raises a problem when researching a topic from an epistemological 
position of dialogism, as Bakhtin (1981) himself claimed that without the other we are in a 
void and cannot exist.  This presents the question of what exactly we are examining when we 
only examine the I-positions in an individual’s speech? Are we only looking at one side of 
the coin, so to speak, neglecting the other half face of its composition?  The chosen 
methodology permitted an inspection not only of the inner-Others, but also of their 
interaction within the voices of the self, this was crucial to being able to address the research 
questions.  
Analysing transcripts from psychotherapy sessions involved a consideration of the 
role the therapist played in generating the client’s dialogue.  This analysis did not only 
involve scrutinizing the autodialogue; the dialogue between the voices of the self, but also the 
heterodialogue; the dialogue, in this context, which took place with the actual therapist.  This 
led to a constant consideration of the addressivity of the speech, and an awareness of the 
intersubjective nature of the talk being generated.  The chosen methodology also involved an 
examination of the echoes emanating in the talk, and an awareness of the signs of 
ventriloquation (Bahktin,1986); when the words chosen by the speaker do not appear fully 
owned by the speaker (Wertsch, 1991).  These elements allowed for a micro-analysis of the 
talk, and are embedded in this methodological tool, they enabled an analysis which included 
the context of the individual’s social field. 
 
5.2 Variations in the Inner-landscapes 
The five cases analysed in this study presented with vastly different inner-landscapes 
and a variable terrain, each had its own distinct map of the paths and connecting routes 
between the voices of the self.  This is not at all surprising when considered in the light of the 
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backdrop of dialogism which epistemologically underpins this thesis; and the position 
adopted that the representations of the other are deeply tangled up with the representations 
that we have of ourselves (Gillespie, 2007).  When considering what one does not want to be 
associated with for example, one can adopt a counter position to dis-identify from that form, 
concept, or Other, but even then, identification occurs through a process of differentiation.  
These internalisation processes are documented throughout this thesis in the analysis of the 
other in the self, and just as Others become introjected, so do societal and cultural meanings - 
locating us in a specific time and space – a chronotope (Bahktin,1981).  
The variation found in each individual’s internal landscape in this analysis has not 
been fully examined, this is due to the necessity to address the research questions, hence 
specific relational dynamics between the voices of the self and the interaction between the 
therapist and the client have been the focus of this thesis.  This does not detract from the 
important findings regarding the complex subjectivity of each individual, and this is not an 
attempt to reduce down the myriad of threads pertaining to Others who inhabit the self.  This 
dialogical approach has enabled a view of the different levels, implicit and explicit, of this 
intersubjective world and its multiplicity of meanings.  For the purposes of achieving the 
aims of this study, and working within the limitations that are in existence with this research 
project, this chapter will now explore the main findings and will attempt to address the 
selected research questions. 
 
5.3 Finding One. The Dialogical Mechanism of Depression 
The analysis identified an interactional pattern present in all the cases in which two 
conflicting I-positions with opposing objectives were shut down by a third, apathetic, 
hopeless I-position.  This third I-position stifled emotion and prevented any negotiation 
between the two original I-positions from taking place.  This led to a sense of inertia and 
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powerlessness as both the dominating I-positions were silenced and therefore prevented from 
being able to negotiate to resolve their differences.  
 
5.3.1 Two I-positions are the minimum for existence. Observed in all the cases 
from the first therapy session was the presence of two I-positions (A and B) with opposing 
objectives.  This was not surprising in itself when considering the intersubjective process of 
creating dialogue, Bahktin (1984, p. 252) wrote that “To be means to communicate 
dialogically […..] When dialogue ends everything ends […..] two voices is the minimum for 
life, the minimum for existence”.  This analysis identified the inability these opposing 
positions had to dialogue with one another, often speaking in a parallel process blind to the 
other’s existence.  It was this lack of acknowledgement between these I-positions, and 
resulting lack of dialogue between them, which resonated with much of the literature 
regarding multivoicedness and psychopathology (Hermans & Hermans Jansen, 1995; 
Hermans, 1997; Dimaggio, 2006; Hermans & Dimaggio et al., 2007).  Various authors have 
identified deficits in the ability to engage in dialogical processes on an autodialogical and 
hetereodialogical basis. Some authors link this process to problems not with the I-positions 
themselves, but with the organisational hierarchy within which they reside (Hermans & 
Dimaggio, 2004; Valsiner, 2001, 2002).  Rigid domination by certain problematic I-positions 
can inhibit dialogue, shutting off certain I-positions and preventing them from being heard 
(Hermans 2003).  
Linell (1990) suggested that a level of asymmetry exists in every individual act-
response sequence, and that the nature of turn taking in dialogue means that each party, in 
stating their own preferences, engages in a continual process of switching roles from 
dominant to submissive.  Within this sample this fluid turn taking process was less evident in 
this first session, as these oppositional I-positions presented themselves to the therapist in a 
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dissociated and self-contained manner - where they appeared very distinct from one another.  
One way of interpreting this finding is to consider the way these I-positions relate, or do not 
relate, to one another in the light of the literature regarding dysfunctional interpersonal 
schemas.  These schemas can be conceptualised as relationship patterns which have been 
internalised during an individual’s developmental years (Bowlby, 1969; Dimaggio et al., 
2006; Stern,1985; Young, 1990) and may lead to the negative self-concepts which 
individual’s carry about themselves being re-enforced by relations with others.  The 
relevance of schemas was touched upon in the analysis chapter whilst discussing Jade who’s 
talk displayed signs that she had internalised her relationships with her parents. This resulted 
in her negative views of self and other (a similar finding was discovered in reference to Josh 
in case four – see Appendix L for more details).  This finding, relating to internalised 
interpersonal schemas, highlights an important aspect of how I-positions relate to one another 
to sustain depression; namely that when problematic schemas are activated between the I-
positions which originate from an earlier developmental source, the repercussions can be a 
deficit in these I-positions being able to flexibly and fluidly interact.  This may lead to a rigid 
pattern of interaction - or in some cases very little interaction at all.  
In the existing research this stand-off between two opposing I-positions is often 
conceptualised as ambivalence (Brinegar, et al., 2006; Ribeiro & Goncalves, 2011).  It is 
explained as one of the main factors which leads to the failure of symptom reduction during 
the course of therapy, as emergent I-positions with new perspectives are suppressed by more 
dominant established ones.  Bell (2013) argues that ambivalence is itself a component of the 
change process, suggesting that the back and forth cyclical process between the old 
established and the new I-positons is a pre-requisite of the self-reorganisation process.  Using 
Zittoun’s (2006) hierarchical conception of symbolic resources relating to developmental 
stages, Bell suggests that change occurs at variable levels within each individual, suggesting 
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that change within the hierarchy can be occurring even when an individual appears to be 
immersed in an entrenched form of ambivalence.  
 
5.3.2 Intolerable conflict and the third position. The presence of two dominant I-
positions can be said to reflect the duality of human existence (Bakan, 1966), and can be 
thought of as representing the necessary components of thinking within an individual.  This 
analysis identified a disruption to this process when the desires and needs of these I-positions 
were in direct opposition. The intentionality of both parties clashed creating tension within 
the intrapsychic landscape.  The result was the deployment of a third I-position (C), which 
acted to suppress the conflict, shutting down the possibility of emerging emotion and the 
possibility of working through, by way of a dialogical process, the existing conflict.  This 
third position manifested in a variety of forms from cynic to cursed, from helpless and 
hopeless to self-hate and repulsion.  All of them functioned to put a lid on the increasing 
intrapsychic conflict.  This can be likened to the findings relating to working with individuals 
with depression from Ryle and Fawkes (2007) who detected an I-position which manipulated 
events and narratives from the background. This was not a dominantly featured I-position, 
but one that had a role to play in the repertoire by controlling aspects of experience which 
maintained depression.   
This finding also resonates with the research pertaining to depression which Osatuke 
et al. (2007) conducted where they identified how submissive, passive voices dominated 
other interpersonally assertive voices.  In subsequent research Osatuke et al., (2011) 
described conflict between two incompatible self-states as being a major component in 
depression, this is similar to the previously mentioned two opposing I-positions finding in 
this study.  However, they suggest that one I-position is interpersonally dominant and one is 
interpersonally submissive, and it is this incompatibility (between what they term these two 
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self-states) which results in depression.  The findings from this analysis suggests something 
slightly different, in arguing that it not the incompatibility between the two opposing I-
positions which is the problem, but the inability to sustain the inner conflict created by these 
oppositional I-positions.  Alongside this process, it is argued that it is the subsequent 
deployment of the shutting down I-position (C) which creates the dialogical mechanism of 
depression.   
In the earlier chapter, Blatt’s (1974) conceptualisation of the two forms of depression, 
the introjective and the anaclitic, were introduced.  The findings relating to depression in this 
study highlight how problematic self-other relational patterns become internalised and create 
dysfunction within the dynamic self system.  Considering these findings, it’s impossible to 
distinguish between the two distinct forms of depression which Blatt proposes; Jade, Dylan 
and Lucy all experience problematic relations with others, a sense of hopelessness, issues of 
low self-worth, aspects of guilt, fear of failure and loss etc.  In the analysis of their discourse 
they all exhibited a blend of symptoms from both the introjective and anaclitic form of 
depression.  A clear delineation is therefore not possible between these two concepts of 
depression with this group of participants.  This is not surprising considering the complexity 
of the nature of this dialogical analysis which fundamentally addresses the question of who is 
doing the talking, and acknowledges the presence of many dialogical threads in each 
individual.  
 
5.3.3 Stalemate in the repertoire.  Depression was hypothesised by Stiles (1999) as 
resulting from a pattern whereby negative affect, apathy, and indecisiveness are reflections 
deriving from the process of the active suppression of I-positions.  He suggests that these I-
positions express the individual’s sense of well-being and self-worth, of them existing in a 
benevolent and stable world space.  The suppressed I-positions are those that support the 
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individual’s own needs, so subsequently they are left detached from a nurturing part of 
themselves which can care for them.  The third I-position in this study also acts to shut down 
the emotional needs of the other I-positions, this results in a flattening of affect, and a 
deadened sense of self, as these needier I-positions are silenced.  To maintain this stalemate -
with the third position in command - certain narratives are utilised and worn like protective 
garments to maintain the status quo.  Goncalves et al. (2011) have investigated how these 
accompanying problematic narratives can be disrupted in therapy, creating innovative 
moments where the narrative is interrupted, only to then return to the original problematic 
story.  The analysis of the inner-Others in this study has allowed for an interpretation for why 
this might be the case.  In mapping the inner-Others who dominated the specific I-positions it 
was clear that certain I-positions were occupied like sitting tenants by certain inner-Others.  
These Others also have accompanying narratives; take for example Jade and her mother and 
grandmother who had endowed her with a story which placed her at the centre of her 
mother’s demise, ruining her career chances, and her relationship by being born.  These 
inner-Others then became the I-shouldn’t exist position, this position was grown out of 
internalising these and other similar narratives supplied by these Others.  
When in psychotherapy the therapist is attempting to disrupt an existing narrative, 
they are dialoguing with inner-other occupants represented in the client, and their associated 
narratives.  In the case of Lucy there was a re-structuring over time of the existing narrative, 
the original story of self-blame was turned around and there was a shift to a more balanced 
and nuanced view of the original events.  In Lucy’s case the inner-other of the friend was no 
longer significant in her life, as they had been estranged for some time. With Jade, the 
narrative did not fundamentally shift, although there were signs of movement in the middle 
session with the growth of reflexivity.  The narrative related (very much like Josh –see case 
four in Appendix L) to her parents, and to the interpersonal style of caregiving they had 
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historically provided for her.  Jade had more significantly embedded narratives which had a 
developmental structure; they involved narratives from her early years.  Considering the 
architecture of the self (Zittoun, 2006) and what aspects develop at what point in time, means 
also allowing for certain I-positions which will be poorly mediated by language as they may 
be pre-verbal in their origins.  This poses a dilemma for the therapist in how to work with 
these I-positions without relying too heavily on language as communication.  
This developmental element is discussed by Garvey and Fogel (2012).  They propose 
that dialogue goes way beyond the discourse between persons, “self-development is through 
a dynamic and continuous process of emotional co-being both in linguistic and kinaesthetic 
dialogues” (p. 161).  This important point regarding the aetiology of self-development is 
relevant to the consideration of an earlier point made regarding the choice of methodology. 
This methodological tool was chosen specifically to be able to identify implicit I-positions, 
something which many other studies of a similar nature in the field have not attempted to do, 
as they rely often on self-report.  It was apparent in the analysis of the latter sessions, which 
involved increased levels of reflectivity on one’s own repertoire of I-positions, of how 
unaware (particularly in the early stages of therapy) the participants were of their own 
repertoire of I-positions.  These implicit I-positions would not have been identified if this 
study had used a methodology which relied on self-report, and was only made possible due to 
the use of this specific methodological tool (QUAM).  One reason that would account for the 
lack of consciousness of one’s own I-positions could be that they developed at this early pre-
verbal stage, and are therefore symbolised differently by the individual, and cannot be 
expressed in language. 
 
	 124 
5.4 Finding Two: The Emergence of Adaptive and Reflexive I-Positions. 
The impact of impoverished dialogical abilities has been addressed in the discussion 
relating to finding number one and the dialogical mechanism of depression.  The second 
finding, which maps on to the second research question, concerns the question of how 
psychotherapy can facilitate the emergence of new adaptive and reflexive I-positions. 
Dimaggio et al. (2010), suggest an important aspect of psychotherapy is to encourage the 
voices of the self to engage with one another, to argue, negotiate, build upon, concur with, 
and discuss more fully their differing opinions, needs, wants and desires.  A deficit has been 
identified, with a wealth of clinical populations, in the ability to facilitate relations between I-
positions in this way (Bell, 2013; Hermans,1997; Dimaggio et al, 2006(a); Dimaggio et al., 
2006 (b); Lysaker & Lysaker, 2002; Osatuke et al., 2007;Salvatore et al., 2005).  It is argued 
by Dimaggio et al. (2006) that one of the main aims of psychotherapy with this population 
should involve increasing the metacognitive abilities. These abilities are comparable with the 
concept of metallization (Allen, Fonagy & Bateman, 2008), this involves fostering the 
capabilities to think about one’s own thinking, and the thinking of others in a complex way.  
When considering this from a dialogical perspective one can envisage how this may be 
achieved by the growth of new, adaptive I-positions which are able to mentalize (Allen, 
Fonagy & Bateman, 2008) and reflect on themselves and others more fluidly. 
 
5.4.1 Emotion enables reflection. This analysis identified the emergence of a new 
adaptive more emotional I-position (position D) at the midpoint in all the cases.  Like the 
other I-positions which have been mapped in the analysis process, these adaptive positions 
had a common thread of emotion but were bespoke to each unique individual.  The emotions 
included fear, anger and sadness; these new I-positions brought with them new aspects of 
accompanying narratives.  These fresh new facets brought forth from established narratives 
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created what Goncalvez et al. (2011) would term innovative moments. They set off a ripple 
effect of disruption within the repertoire of I-positions which in turn triggered an increase in 
reflexivity, as these new aspects were explored between therapist and client.  
These emergent emotional I-positions seemed to enable a process of change to occur; 
this finding resonated with the theories on the maintenance of depression originated by 
Greenberg and Watson (2006).  They suggest, in their research involving emotion focused 
therapy for depression, that humans are profoundly organised by their emotional experiences 
and argue that emotion is the creative force in people’s lives.  In their research, they also 
identified a closing down mechanism which was common in all participants with depression. 
It shut down emotions in a very similar way to the third (C) position in this study, they 
attributed this mainly to individuals with depression being avoidant of experiencing core 
emotions, as if they were ashamed or fearful of experiencing them.  This is exactly the 
identified mechanism found in this sample, whereby all the individuals at times avoided 
engaging with their own emotional world, using varying forms of suppression to ward off 
emotion and having a sense of self-defeat as a result.  Lucy didn’t want to talk about sad 
feelings “we can’t talk about it, now you are making me sad thinking about it, change the 
subject” (Lucy, c118) and managed to switch the topic using humour to avoid more sadness. 
Dylan in the first session revealed a cynical defence strategy which meant that everything 
was pointless, this prevented him from feeling sadness and disappointment in his life as he 
rallied against the system.  In the case of Jade, her sense of self-blame meant that painful 
emotions became internalised and she attributed them to being of her own making “where is 
being compassionate gonna get me, you know, oh we’ve ruined it this time, I guess next time 
you just have to do better, if there even is a next time” (Jade, c15). This painful 
internalisation had a crushing effect on her ability to process emotion as the responsibility for 
suffering was aimed at herself, at being all her fault. 
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5.4.2 Adaptive and hybridized I-positions.  The emergence of the new adaptive 
emotional I-position (position D) instigated a process of change within the interpersonal 
repertoire.  The previously deployed third I-position (C), which killed off affect emanating 
from the conflict between the two opposing I-positions (A and B), was made redundant; as 
emotions flowed more freely the tension and conflict could be tolerated without being shut 
down.  The emergence of this new I-position (D), which experienced emotion, was crucial to 
breaking the deadlock of the depressive mechanism.  This research suggests that without the 
formation of a position capable of experiencing this level of affect, the depression will remain 
unchanged as the dysfunctional system is maintained.  Key to working with depression is the 
need to facilitate a client’s way into their emotional world, fostering an atmosphere where 
this burgeoning emotion can be withstood.  
By the final therapy session another new adaptive I-position (position E) had emerged 
in four of the five cases.  This was another position which was distinctive and unique to each 
individual case, the common thread was the reflexive quality which was present. In some 
cases, this position could be theorised as being a hybrid, as if it had been bolted onto an 
already existing position, but now incorporated new qualities and abilities.  An example of 
this was the I-as person in recovery position in the case of Lucy.  It is suggested this was a 
hybridized form of the previous position of I-as Illness, an adaptation of an already existing I-
position where it used echoes of the therapist’s voice to facilitate internal change to its 
structure.  This position still presented itself as being ill - but had an added recovery 
component whereby it introjected the therapist’s views on its behaviours, and on what 
programme of action it had to follow in order to recover in the future.  
The analysis of the final session of therapy highlighted previously un-observed 
adaptive and reflexive I-positions.  It is important to consider, however, that these I-positions 
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may have been present in previous therapy sessions which were not part of this analysis 
process, and to acknowledge that I-positions are fluid, occurring as part of a co-created 
interactional process with the therapist.  The labelling of the A, B, C, D, E positions does not 
suggest that there is always a linear path to the progression of I-positions, or indeed a linear 
process during the course of the therapy.  The order of the emergence of any new I-position is 
reliant on a myriad of factors.  In this analysis, highlighting the presence of previously un-
observed I-positions serves as part of the in-depth micro-analytical process, which 
investigated the interaction unfolding in the therapeutic relationship, and how this influenced 
the participant’s dynamic self-system.  
 
5.4.3 The internalization of the therapist.  Lucy as mentioned above, showed signs 
of the internalisation of the therapist in her speech as she echoed the therapist’s words as if 
they were her own.  These words sounded foreign in the mouth (Aveling et al., 2015) of Lucy 
and could be explained as being an example of ventriloquation – a very subtle level of 
dialogicality which illustrated that this inner-other has not yet been internalised sufficiently to 
achieve assimilation into the repertoire.  In Dylan’s case the internalisation of the therapist 
was very different. His questioning self-doubting I-position was reflectively exploring his 
own positioning, just as the therapist had modelled in the sessions with him previously.  This 
new position seemed to have replaced the previously dominant I-as cynic position which 
featured the inner-other of his grandfather. It incorporated a new understanding of himself; in 
some sense it appeared as if he had swapped his grandfather as the dominant inner-other for 
the therapist, and in doing so exchanged cynicism for curiosity.  In the intersubjective process 
between therapist and client a new identity had been conceived and mapped onto this old I-as 
cynic position.  The therapist had facilitated a shift to a new reflexive understanding of 
himself which was far more complex than the previous one. 
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  Internalisation of the therapist can be negative as well as positive, as was illustrated in 
the case of Jade.  In the end session Jade clearly was attempting to create distance from the 
therapist as she spoke about their differences.  A counter internalisation occurred where she 
internalised the therapist by a process of differentiation; she was what he was not.  This was 
detrimental to Jade’s engagement in the therapeutic process, as it broke up the frail alliance 
which they had grown and that was evident in the middle session.  This differentiation 
prevented her from being able to grow any deeper reflexive functioning or meta-cognitive 
abilities.  The therapist contributed to this rupture by not offering empathy and acceptance to 
not for growth parts (Mearns and Cooper, 2005), these were the I-positions which were 
present in this final session, the blaming and self-hating positions which felt doomed to 
failure.  Instead he maintained a stance where he wanted to change her behaviour, not 
approving of her actions.  This may have elicited a sense of failure and shame in certain I-
positions which already carried a narrative of self-blame borrowed from Others, narratives 
that she shouldn’t exist. 
 
5.4.4 Power in the therapeutic relationship.  In addressing the research question of 
how psychotherapy can facilitate these adaptive and reflexive I-positions one must address 
the very nature of the therapeutic relationship which has been constructed, and the power 
dynamics inherent within it.  I have already drawn on the elements of asymmetry which exist 
within ourselves as I-positions negotiate the relational dynamics within the repertoire of the 
internal landscape.  These relations are reflections and refractions of the existing power 
dynamics present in our external world, and in this sense, we re-create an internal society of 
mind (Hermans, 2002) which is a mini version of the external society.  Psychotherapy can 
address power in-balances, in fact this is one of the most fundamental aims of working 
dialogically, to facilitate more negotiation and dialogue between I-positions creating a fairer 
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and more just inner-democracy (Hermans, 2002).  It is problematic however, that there is an 
existing historical power dynamic between therapist and client which colours the 
intersubjective relationship from the start (Guilfoyle, 2006).  This was evident in all the cases 
in the initial sessions, where the client presented an I-position to the therapist which needed 
help; the therapist then operated from an enquiring stance to explore the reasons for this 
distress.  This was exemplified by Lucy, as she presented an illness I-position which mostly 
consisted of the reporting of her symptoms to the therapist, alongside talk which was 
dominated by medical professionals in medical settings (for another example of this see case 
five – Dermot – and the patient I-position in Appendix M).  This peculiar medical speech 
genre did dissipate rapidly however, and by the midpoint was much less apparent in most 
cases. Possibly this was due to the formation of a new unique relationship between the 
therapist and client. 
This co-created relationship highlighted the tangled web which the two parties 
weaved together, and how this resulted in dysfunctional intersubjective relations between 
them - preventing significant growth either in terms of the release of emotion, or the 
development of a strong reflexive I-position.  Relating this case to the point Bell (2013) 
makes helps to clarify Jade’s process in the therapy; Jade spoke about having a very 
aggressive and punitive mother, and an unreliable and untrustworthy father.  Possibly she 
protected herself from becoming too attached to the therapist, as this inner-other of the 
punitive mother and or the untrustworthy father was resonating in the therapist, for a parallel 
of this process in another case see case four Josh (Appendix L).  As mentioned earlier, there 
are various semiotic levels of understanding and communication which are activated within 
different I-positions at different developmental junctures (Bell, 2013).  This could be 
understood as the transference and countertransference processes in action, or this could be 
explained in terms of the concept of addressivity.  Addressivity explains why Jade related in 
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her utterances to her therapist in this defensive way, but in a more complex form than that of 
transference/countertransference dynamics.  It incorporates the double-voicedness of one’s 
own speech, of the ongoing processes of addressing oneself, alongside the other, and the 
multitude of connotations that this involves.  
 
5.4.5. The development of metapositions.  Hermans et al., (2010) have argued for 
the importance of metapositions within the repertoire of I-positions. They suggest that these 
positions can aid the integration of fragmented more subversive positions, which were 
previously warded off, resulting in a greater sense of unity in multiplicity.  Metapositions are 
linked in the literature to meta-cognition and improving these metallizing abilities are viewed 
as a primary aim in psychotherapy, increasing the ability to think about self and other in a 
nuanced way (Dimaggio et al, 2006).  However, there are also reservations concerning the 
metaposition in the literature voiced from other perspectives.  Georgaca (2011) questions the 
aims of psychotherapy being the growth of metapositions, and instead argues that the aim of 
psychotherapy is to propagate a multi-layered subjectivity which will enable shifts between 
already existing I-positions, whilst keeping intact their own sense of reflexivity. 
 In viewing psychotherapy as a cultural practice which is dependent upon space and 
time to shape its form, it is interesting to consider what a metaposition brings to the repertoire 
of I-positions.  Pollard (2018) warns against the adoption of an overarching metaposition, 
arguing that there is a danger of this position having finalising responses, of monologising the 
landscape by having the final say on matters.  In Lucy’s case this is a possibility, her 
internalised therapist manifested in a burgeoning I-as person in recovery position, which 
parroted the rhetoric of the therapist with regards to her programme of recovery. In this 
position she explicitly described how she felt she had inserted the therapist into her brain 
“Use your side of my brain, I don’t know how to explain it, I can just like take a step back 
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from things like, that’s a dumb idea, or like or like where has this taken me before” (Lucy, 
c28).  Her second-hand words” take a step back” and “where has this taken me before” were 
borrowed from the therapist, who had borrowed them from another therapist, or a supervisor, 
or a psychotherapy text book, or some other cultural recourse.  This talk was then being 
introjected by Lucy, altering her behaviours and attitudes as she tried to implement her 
programme of recovery.  This perspective did dominate her in the final session, and in a 
sense, could be viewed as just a replacement for the original I-as illness position.  There was 
no evidence of an increase in her ability to move flexibly between other positions, or her 
ability to negotiate between them, there was just a new borrowed perspective.  
There is a stark contrast between the cases of Lucy and Dylan when considering the 
concept of the metaposition.  Dylan showed increasing signs of growth in his ability to 
engage reflexively about himself and others from an early stage in the therapy.  By the end 
session he had grown even more significantly in the reflexive quality of his language but this 
ability, unlike in the case of Lucy, seemed to be owned by him.  From the midpoint, he had a 
new adaptive I-as exciting future position.  This position spoke about the other positions, 
looked back at his past, and was mindful of his desires for the future, He reflected on his 
polarity, his past sense of inner conflict, and how he had resolved and negotiated his way 
through these areas with Others. 
 Lucy and Dylan represent two quite different paths during the course of the therapy; 
Lucy has adopted the inner-other of the therapist as a whole - often speaking of how the 
therapist was literally in her brain.  Dylan had internalised aspects of the inner-other of the 
therapist, and this may have enhanced his abilities to reflect on certain aspects of his life 
which he had not been able to before.  It had also possibly increased his ability to withstand 
and contain emotion, and to accept his own variety of I-positions.  As the therapists in these 
cases were different, it is quite impossible to know how much these changes came about from 
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the differing styles of therapist themselves, in all their multiplicity.  However, paying 
attention to the interaction between the dyads it was clear that Lucy’s therapist adopted much 
more of a medical model approach from the start, positioning herself as a medical 
professional to an ill patient.  Whilst Dylan’s therapist provided more of an enquiring stance, 
encouraging the opening up of areas which were rather rigid and fixed, and gently 
encouraging reflection and re-evaluation in a co-created manner. 
 
5.4.6 The unfinalizability of psychotherapy and of dialogical research.  Bahktin’s 
(1986) writing emphasises the ultimate unknowability of an individual, pointing to the 
embodied nature of experience and intersubjectivity.  He put forth the premise that the 
meaning is in the utterance, but that the utterance’s meanings are infinite as they are also 
determined by the context.  This study has attempted to ask research questions which will 
help clinicians when working with individuals who are experiencing depression.  There was a 
danger of the findings being reified and presented in a reductionist manner, where the 
individual’s manifestations of depression were lost in order to deliver some findings which 
would address the main questions.  In conducting a dialogical analysis on the actual language 
of the individuals in this research, there was an opportunity to present each case in its 
complexity.  The words of the individuals were used as much as possible to illustrate the rich, 
diverse manifestations of depression in five different cases.  The depression mechanisms 
identified in the study all have within them variations. For example, the position identified as 
position (C), whilst carrying out the same function to suppress the two dominant positions, is 
different in each case; the range included cynic, cursed, hopeless, defensive and the self-
blaming shouldn’t exist.  These I-positions were identified at specific time-points during the 
therapy. The analysis illustrated how some of these were not present at other time-points, 
they were only present at specific moments in the therapeutic dyad.  This finding alludes to 
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how intersubjective the emergence of I-positions is, and how the configuration of positions is 
so dependent on the context of the situation at that moment in time.  An acceptance of the 
integral importance of the context helps to avoid the over-simplification of the findings of 
this analysis.  There is an awareness of how each individual’s subjectivity is interwoven to 
create the language which they both speak. 
Guilfoyle (2006) addresses the role of the therapist in the configuration of the client’s 
dialogical self, questioning the dialogical views a therapist holds, and how these can be 
separated from the effects of the intersubjective dialogue going on between therapist and 
client.  Racker (1968) wrote that each client creates a different therapist, and indeed it could 
then be said also that each therapist creates a different client.  The co-created nature of our 
utterances cannot be stripped out from the interaction which we find ourselves in. 
The methodology chosen for this study involved not only an analysis of the I-
positions but also of the inner-Others; this allowed for an analysis of these cases which 
included their external world and how this becomes part of the internal world.  This is 
important for two reasons: 1. The epistemological underpinning of dialogism involves the 
belief that human beings are porous creatures, that our borders leak - and that the other is not 
only outside the self but constitutive of it (Hermans, 2008). 2.  The definition of depression 
drawn upon in this thesis emanated from the research from Greenberg and Watson (2006) 
which states “in our view depression appears to be formed at the boundary between self and 
other’” (p. 52).  Considering these two points, an analysis which did not involve the other in 
the self would reduce the individual to an empty form (Lysaker & Hermans, 2007) or void, 
and certainly could not help to explore an individual’s experience of depression.   
One implication of this analysis of the other in the self is the accompanying 
complexity which each individual has. The analysis of these cases highlighted how dialogical 
processes contained many instances of imaginary conversations and interactions, shifting 
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focus from past narratives of events to distal future anticipated experiences.  These 
phenomena involved Others, sometimes they were integrated into existing I-positions, and 
sometimes they appeared fragmented and split off as unwanted parts of the self which would 
not be welcome in the repertoire.  This complexity reflects the ultimate unknowability of the 
individual; as layer upon layer of interaction with others have forged the shape of their inner-
landscape.  
Much of the extant research mentioned in this thesis does not analyse the other in the 
self, instead focusing on the dominant I-positions and their problematic interaction or lack of 
interaction with each other.  Whilst theorists and researchers tend to agree with the position 
first put forward by James (1890) establishing that the self extends out into its environment, 
their research neglects to examine the social world space which a person inhabits.  This may 
be due to the lack of methodological tools which map the other in the self, as was elaborated 
upon in chapter two.  Much of the research also does not pay due diligence to the actual 
interaction with the therapist in the room, and the constitutive effects of the intersubjective 
nature of the therapeutic encounter which is being co-created.  This misses out on a full 
analysis of the addressivity of the encounter - as the main interactional partner is not part of 
the analysis process. Analyses which do not incorporate these two aspects fall in the trap 
Guilfoyle (2006) identified, where the researcher becomes the one who is arranging the 
client’s dialogical self, as they occupy a primary position of power.  This chimes with the 
point raised by Georgaca (2011) that an important task in therapy is to keep intact the client’s 
own sense of reflexivity and avoid what Pollard (2018) calls the creation of finalising 
responses.  Grossen (2010) suggests, when considering dialogical research, there is always a 
tension between generating research which encompasses the complexity of interaction when 
the methodological tools serve to monologise the complexity.  This leads to a problem 
researchers encounter when they attempt to describe specific phenomena whilst it is in a state 
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of constant change.  Focusing on the change process within this study was part of the 
analysis, this was one of the advantages of being able to analyse at three distinct time-points. 
 
 5.5 Limitations 
  There are limitations to this research, the first of which is the size of the sample. 
Analysing the transcripts from only five cases -  whilst enabling an in-depth micro-analysis - 
still provides only a limited amount of cases to draw upon.  Unfortunately, time restrictions in 
completely this research as part of the requirement for a doctorate in counselling psychology 
meant that the analysis of more cases would have been unfeasible.  This limitation has 
implications for the transference of findings which present in case-study research (of this 
limited size) into general theory.  Whilst this was conceived of as a theory-building case-
study piece of research, there is an accepted limitation of how such a small sample can 
generate reliable results.  Having made this point, it is important to note that the extant case-
study research in this field of dialogical analysis is usually only focused on one case, and this 
is due to the micro-analytic detail which is involved in each analysis.  I would argue that 
focussing on too many cases could lead to a set of reductionist findings, which do not pay 
homage to the uniqueness of the individual.  The same rationale applies for the analysis 
focusing on only three time points during the course of therapy, beginning, middle, and end. 
Ideally an analysis like this would scrutinize all the sessions of the therapy, and this would 
provide an even more in-depth account of how I-positions interact and change over time.  On 
this point, it should also be added however, that most dialogical research in the field is the 
result of the analysis of only one therapy session. This is due again to points raised 
concerning the level of micro-analysis needed to conduct a dialogical analysis.  
In terms of limitations another point which is important to acknowledge, is that in 
order to do a full dialogical analysis on these sessions the same methodology used for 
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analysing the client’s speech would need to be conducted also on the therapist’s speech.  
Although as much as possible I have attempted to include the interaction with the therapist 
and have had a constant awareness of the addressivity occurring in relation to the therapists’ 
comments in the interactional turns, I do accept that this is not the same as conducting a full 
analysis on the therapist’s speech, as I have done with the clients discourse.  This limitation 
was unavoidable again due to the time constraints of this project.  Similarly, the fact that the 
study involved four different therapists also raises further questions about the limitations of 
the design of the study.  Although it should be considered that even if the study used the same 
therapist with each of the participants that does not mean that the therapist would be the same 
with each client, as each therapeutic dyad is a unique co-creation. 
One of the strongest limitations of this study centres on the difficulty in identifying I-
positions. The codes used for identification purposes are used loosely and are not intended to 
illustrate any aspect of the self which can be reified and related to the condition of 
depression. These codes are assigned so that the analysis of the inner-Others and the 
interaction between the voices of the self can take place. Without coding these I-positions 
there would be no reference point in this analysis process which pinpoints which voice is 
interacting with another voice. I could have just used the references of A, B, C,D and E, 
which are also mentioned to explain the interactional patterns identified.  If this had been the 
case there would be no guiding descriptive label which could convey some of the emotional 
and cognitive quality of these differing I-positions.  However, there are various issues which 
I have encountered with this labelling process. There is the issue of the reliability of the 
coding, as the analysis group illustrated, different researchers would undoubtedly create 
different labels.  If considering this from a dialogical epistemological position it is to be 
expected, as each researcher has their own repertoire of second-hand words ready to draw 
upon, along with their own unique set of assumptions which will form these labels.  It is 
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therefore necessary, in this study, to accept that there is a high level of subjectivity which is 
involved in the creation of codes/labels for I-positions.  For the purposes of this study, it is 
important to explain that these labels are used for descriptive purposes, as coding devices 
from which further research and analysis of interactional patterns can take place.  Secondly, 
considering the difficulties of coding the I-positions, it is crucial to explain that these codes 
or labels are not created as reliable stable entities. They are only to be thought of as useful 
conceptual signs relating to an individual in a set context, interpreted by another individual.  
The same difficulty with coding can be levied at the attributing of discourse to inner-
Others, and as has already been mentioned this is in part an interpretive process.  Whilst 
inner-Others to some degree can be identified clearly as they are overtly mentioned in the 
discourse, on another level they are operating covertly, possibly even out of the awareness of 
the speaker.  This brings up the challenge of labelling something which again involves 
engaging with my own subjective interpretative processes.  This subtle level of 
ventriloquation calls for a certain level of interpretation which is unavoidable. In this sense it 
is a bespoke process which cannot be separated from my own assumptions – especially those 
which emanate from the field of psychotherapy theory. 
Another limitation of this study relates to the claims which are made about emergent 
or changing and adapting I-positions.  Whilst in the three sessions analysed featuring each 
participant I can comment on how some I-positions seemed new, as they had not been present 
before in previous sessions, it is possible they may have been present in the other sessions 
which I have not analysed as they were not part of this study.  I accept this is a limitation of 
the study, analysing only a limited amount of sessions provides only a snapshot of what 
happened over a 23 or 24-week period.  On a broader scale, there is also the consideration 
that what are termed the ‘new or emergent’ I-positions in this analysis may exist quite 
sufficiently outside of the therapy room in different contexts.  This is an important point, as I 
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want to avoid the notion that change can only occur in the therapy setting, and accept that as 
a researcher I cannot know how the participant functions in other contexts.  Elaborating 
further on this point, it also cannot be assumed that therapy is going to engender change in 
any of the participants; what is observed and tracked in the analysis is what is apparent in that 
context only at that moment in time.  Again, this point harks back to the unfinalizability, and 
ultimate unknowability of an individual (Bahktin, 1986) a theoretical perspective which 
grounds this research. 
 
5.6 Implications for Counselling Psychology 
As a discipline which sits within the frame of psychology, counselling psychology -
with its roots in the subjective worlds of self and other - can be viewed as offering somewhat 
of an alternative perspective to what is often construed as mainstream psychology 
(Strawbridge & Woolfe, 2010).  Woolfe (1990) highlighted some important elements of the 
counselling psychologist’s focus; the significance of the helping relationship, a scepticism of 
the medical model of professional therapist – client relationships, a humanistic value base, 
and a focus not on responding to sickness and pathology but in enabling well-being in 
individuals.  These aspects of the counselling psychologist’s aetiology are grown out of 
influences such as William James and G.H. Mead, as well as existential thinkers such as 
Rollo May and Abraham Maslow, to name but a few, and foster a discipline which observes 
and acknowledges the self and its relations to the other (Strawbridge & Woolfe, 2010).  
The concept of the multiplicity of self is not new to the psychotherapy domain; 
Rowan (2010) documents the history of the idea of a multitude of selves from Freud (1923) 
to the present day; a list which includes theoretical modalities from all over the globe. 
Bromberg (1996) proposes that the idea of a singular self is an illusion, serving to preserve a 
sense of self cohesion and unity.  The epistemological position underpinning this thesis is 
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based on that of dialogism, which presents a self as a process of movement between the 
alternating positions taken up in dialogue, internally and externally (Pollard, 2018).  As self 
theorists are increasingly viewing the self as multiple (Aveling et al., 2015), and as the 
concept of a self which is transformed and sustained in dialogue is being suggested from 
many differing fields of research, these are important concepts for the counselling 
psychologist.  Consideration is needed in terms of the implications they foster for the 
theoretical understanding of psychopathology and for counselling psychologist’s own clinical 
practice (Neimeyer, 2006). 
The overall aims were to improve ways that clinicians could work with individuals 
experiencing depression.  The research has generated some highly significant findings 
pertinent to clinical and theoretical practice.  Firstly, the identification of a dialogical 
mechanism of depression in these five cases sheds light, through a dialogical lens, on what 
intrapersonal processes may sustain depression.  The analysis presented a clear illustration of 
how two opposing I-positions - which cannot enter an effective dialogue - create intolerable 
tension within the intrapsychic landscape.  The deployment of a third I-position to shut down 
this conflict results in a flattening of affect, a deadening of lived experience, and an ensuing 
sense of hopelessness and helplessness which can be understood as symptomatic of 
depression.  The second finding illustrated how emotional I-positions enabled a thawing of 
this stalemate, rendering the third position as no longer required as the conflict was more 
easily tolerated with this new emotional outlet.  This new emotional capacity also enabled 
increased reflexivity, which enhanced the capacity for dialogue between positions, fostering 
more acceptance of a variety of different distinct I-positions.  
  Knowledge of these mechanisms provide counselling psychologists with an 
awareness of how crucial it is to facilitate a client’s ability to withstand emotion particularly 
if they are experiencing depression.  Bromberg (2013) writes on this very point “the capacity 
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to experience intrapsychic conflict is dependent on the mind’s ability to access and tolerate 
two or more discrepant self-states” (p. 6), these self-states are likened to positions A and B 
identified in the analysis.  Clinicians need to foster an awareness of the discrepant states and 
watch for what Bromberg calls dissociative gaps, as these indicate an inability to tolerate the 
growing conflict.  This finding also illustrates how emotion enables reflection in the 
therapeutic space.  The fundamental importance of allowing this therapeutic space to grow 
was alluded to by Morioka (2012) when he observed that when a client shifts from being in a 
discrepant relationship between two dominant I-positions (A and B), and moves to a new 
positon (D), when he or she returns to A and B they are no longer qualitatively the same. 
Bromberg (2013) makes this same point, that when an existing self-state switches to a new 
self-state, all the variation once present in the former self state are modified by the new self-
state.  These changes are enabled by an opening up process which facilitates the emergence 
of new adaptive positions with abilities to reflect and move beyond old schematic patterns of 
behaviour.  This research highlights important elements within the configurations of the self-
structure which need to be considered by counselling psychologists. This is both from a 
theoretical perspective in understanding a condition like depression, but also from a clinical 
perspective of how to work with a client who is experiencing depression. 
Rowan (2010) argues that using dialogical self theory in psychotherapy is the most 
effective way of working with the multiplicity of the self.  He suggested that it is compatible 
with all existing therapeutic approaches and modalities, and most importantly it is a 
conceptual frame which avoids the dangers of reification, which was so present in singular 
tribal psychotherapeutic modalities of the past.  
This is a key point Rowan makes - which is very pertinent to the counselling 
psychologist. Trained in at least three different modalities, counselling psychologists are 
expected to be able to deliver a range of interventions  which are deemed most suitable to the 
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individual client.  The subjective experience of the individual is given precedence over other 
elements regarding diagnosis and pathology (Bury & Strauss, 2006).  The relational paradigm 
adopted in my own counselling psychology training chimes with this prioritising of the 
subjective world, but also acknowledges the crucial role of intersubjectivity in the therapeutic 
relationship.  In being with the client in a moment to moment relational way the 
intersubjective space creates new ways of being with one another, as Garvey and Fogel 
(2013) observed - it is the dynamic and continuous process of emotional co-being which 
facilitates self-development. 
 
5.7 Recommendations Emanating from this Research 
A dominant feature of dialogical self theory research is that it crosses boundaries 
within different disciplines and reaches out to a host of divergent fields (Hermans, 2008). 
There is a general acknowledgement of the lack of empirical tools to carry out further 
research within this broad range of distinct areas (Jasper et al., 2012).  Much of the existing 
research mentioned in the earlier review stems from self-report questionnaires or self-
reflection, these methods have generated reliable empirical research but they have certain 
limitations, which were elaborated upon in detail in Chapter three.  Using the qualitative 
method for analysing multivoicedness (QUAM) has enabled an approach which takes 
account of the context of the individuals lives, encompassing a view of their situated social 
relationships (Aveling et al., 2015).  Applying the analysis post hoc has also enabled a degree 
of freedom and prevented contamination from my own dialogical self-structure entering the 
raw data. However, I also acknowledge that during the analysis process my own dialogical 
self became intertwined with the words of the participants, as I interpreted their motivations 
and actions through my own unique lens.  
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The main recommendations concern the use of methodological tools for dialogical 
analysis.  Sullivan (2011) suggests that one of the main challenges for dialogical research is 
the development of theoretical tools, and subsequently being able to add to them, and 
dialogue with them.  The methodological tool chosen for this study (QUAM) enables a 
process which attempts to map how discourse is transmitting between one individual to 
another, and how this discourse can become internalised into one’s own speech as if it were 
his or her own.  The challenge in dialogical research is to analyse discourse which emanates 
from a semiotic chain, without losing its accompanying complexity, in essence without 
monologising it (Grossen, 2010).  
 
5.8 Further Suggestions for Research  
Empirical research on the dialogical self spans many theoretical traditions and a 
diverse range of disciplines.  The research conducted in this thesis resides in the field of 
psychotherapy, and as such the areas for further research that I shall consider primarily falls 
into this domain.  However, on a more general note the growth of dialogical research does 
reflect a shift in the paradigm in the psychological sciences - which I view as most welcome 
as a counselling psychologist.  This burgeoning area of inquiry reflects the increasing 
recognition of the meaning making processes not only of subjective experiences but of 
intersubjective experiences (Gillespie & Cornish, 2010).  Considering this shift, it would be 
enlightening to carry out further dialogical research with a variety of populations who 
experience psychotherapy.  The theory-building multi-case study design utilised for this 
research could be applied to various groups of individuals who seek psychotherapy for a 
range of issues. 
More specifically regarding depression, more research is needed to reflect the 
mechanisms which have been identified in this study.  Firstly, there is a need for further 
research to explore this interactional dynamic between I-positions with a wider range of 
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participants.  The sample in this study involved young people and the demographic range was 
limited as they were all between the ages of 20 and 24 it was also a small amount of cases. 
Further research is needed to investigate, from a dialogical perspective, the configuration of 
I-positions in a wider range of ages of those experiencing depression.  Of particular interest, 
would be a similar study involving participants who had experienced depression over a 
longer period of time.  This could identify how the interactional patterns are maintained over 
an extended period, and whether this has any effect on the ability that clinicians have to 
facilitate the emergence of new adaptive and reflexive I-positions during the course of 
therapy.  Secondly, to further explore the main findings of this study it would be 
advantageous to explore their impact clinically on this population by working with 
individuals who experience depression and incorporating the findings into the clinical work. 
This could be carried out by incorporating the main findings into the therapeutic program, to 
see if working with clients with a knowledge of this mechanism of depression improves the 
therapeutic outcome.  Audio recorded sessions from the therapy sessions could then be 
analysed using the same methodological tool (QUAM), this could include an analysis of the 
therapist and the client to see how this knowledge affects the process of therapy.  This would 
serve as a method of triangulating the data, in a circulatory fashion, as the findings from the 
analysis are fed back into further clinical practice which is then also analysed.  
Lastly the ways that psychotherapy can facilitate change in the repertoire of I-
positions could also be explored further.  Adaptive I-positions are suggested by Hermans and 
Dimaggio (2007) as being even more crucial to functioning in our times due to the 
fragmented nature of our globalized society.  The arrival of a new adaptive I-position can 
result in a re-organisation of the repertoire leading to psychotherapeutic change.  Likewise, a 
shift in the configuration of I-positions can provide previously unheard positions with a space 
from which to speak.  Another change possible in the repertoire is the forming of positive, 
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co-operative, coalitions within the society of the self.  These relational dynamics can lead to a 
re-formulation and the ending of internal subjugating systems of oppression, as positions 
work more meaningfully together. bThese changes all impact the lived experience of an 
individual, as has been shown in this study, and as such the focus for clinicians should be on 
how we can facilitate these innovations within the repertoire, in the dynamic organisation of 
I-positions (Hermans, 2008).  Further dialogical research in this area could focus on what it is 
specifically that clinicians do which does enable these adaptations, this entails micro-analyses 
of the therapist and the client’s discourse during the course of therapy. 
 
5.9 Conclusion  
This theory building multi-case study has highlighted the ways that the dynamic self-
structure, which consists of a multiplicity of relatively autonomous I-positions, functions to 
create a web of relationships within its own internal landscape. 
This research used a dialogical methodology to analyse the multivoicedness of clients 
who were experiencing depression.  The analysis identified two important findings which 
mapped on the two research questions presented earlier in this chapter.  Recommendations 
relating to the first finding concern the way that counselling psychologists conceptualise and 
work with clients who are experiencing depression.  Recommendations relating to the second 
finding involved a consideration of how counselling psychologists can facilitate change in the 
repertoire of I-positions and enable new adaptive and reflexive positions to emerge.  
Bahktin’s proposition that the self is a multitude of consciousnesses which are 
dialogical, and exist in movement with others, involves a recognition of the social nature of 
the human being (Pollard, 2018).  This dialogical conception of self offers hope to the 
counselling psychologist that psychotherapy can be re-claimed from the more limiting 
elements of psychological theory, so often reified, which categorise and marginalise 
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vulnerable members of society.  Acceptance of an individual in all their complex multiplicity 
means that one is less likely to mistake the map for the territory (Korzybski, 1954).  Stiles 
(1997) acknowledges this as he comments on what he terms the cognitive fallacy of much of 
psychology “the notion that information is passive, that memories are retrieved, or 
perceptions are processed [….] experience begins with feelings, values and motives, capable 
of action, having a voice” (p.154).  Finally, it is important to acknowledge that dialogism 
affords us the opportunity for an infinite plurality of ideas and configurations, offering forth 
great rewards in the disclosure from one self to another, from therapist to client in the co-
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THERAPIST CONSENT FORM 
 
Pluralistic therapy for Depression: Research Clinic 
This study aims to develop a greater understanding of the process and outcomes of pluralistic 
therapy -- a collaborative, integrative therapeutic approach -- for people experiencing 
depression.  We are particularly focused on the process of shared decision making with clients; 
and of identifying and progressing towards clients’ goals.  For details of the study, please see 
Therapist Information Sheet.  
 
Investigator Contact Details: 
Mick Cooper 
Department of Psychology 
University of Roehampton 
Holybourne Avenue 
London SW15 4JD 
mick.cooper@roehampton.ac.uk 
0208 392 3741 
Consent Statement: 
I agree to take part in this research, and am aware that I am free to withdraw at any point. I 
understand that the information I provide will be treated in confidence by the investigator and 
that my identity will be protected in the publication of any findings, and that data will be 
collected and processed in accordance with the Data Protection Act 1998 and with the 








Please note: if you have a concern about any aspect of your participation or any other queries 
please raise this with the investigator. However, if you would like to contact an independent 
party please contact the Head of Department.  
 
Head of Department Contact Details: 
Dr Diane Bray 
Department of Psychology 
University of Roehampton 














Pluralistic therapy for Depression (PfD) 
Therapist Information sheet 
 
Thank you for your interest in practising as a therapist in our Pluralistic Therapy for 
Depression protocol.   
This information sheet gives a brief overview of our protocol, what we will be asking 
you to do, and the information we would like to gather from your involvement in this project.   
 
What is pluralistic therapy? 
Pluralistic therapy starts from the assumption that different clients can be helped by therapy 
in different ways, and that therapists should work collaboratively with their clients to help 
identify the approach that works best for them.  You should familiarise yourself with the 
pluralistic approach to therapy through reading Cooper and McLeod’s (2011) Pluralistic 
counselling and psychotherapy (Sage), Cooper and Dryden’s (2016) Handbook of pluralistic 
counselling and psychotherapy (Sage), and the Pluralistic Therapy for Depression (PfD) 
manual. 
 Details of the specific kind of therapy to be offered to clients are detailed in the PfD 
ethical application pack and will be discussed with you at your induction.  
 
Is there any payment? 
You will not be paid for delivering the therapeutic intervention and expenses, unfortunately, 
cannot be covered.  
 
Where will therapy take place? 
The therapy will take place at Parkstead House, Whitelands College, University of 
Roehampton.  
What does the research involve? 
Pluralistic therapy for Depression draws on a wide variety of tried-and-trusted therapeutic 
methods for helping people feel better in their lives.  Initial research shows that, on average, 
it is associated with reductions in symptoms of depression. However, there is still much to 
learn about what kinds of methods may be most helpful for particular people, and how the 
therapeutic approach can be tailored as effectively as possible for the individual client.  For 
this reason, we are not only offering Pluralistic therapy for Depression, but also studying it, 
so that we can contribute to the development of this approach.  
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The research component of this study means that, as a therapist, we will be asking you 
to complete session notes using a standardised online form, and we will also be asking you to 
complete some other therapy measures over the course of seeing your clients.   
We also ask you to electronically record each of the therapy sessions using an 
encrypted audio recording device.  
 
What are the benefits and risks of participating in the research? 
The potential benefit of participating in this research is that it may help you develop your 
skills and awareness as a counselling practitioner.  In particular, through the various measures 
we are using, you will receive extensive feedback -- both outcomes and process -- on your 
clinical work.  
The risk is that you may find some of this feedback uncomfortable or upsetting.  You 
may also experience feelings of boredom or irritation in completing the forms.  
 
 
How confidential is the therapy? 
All therapists working within the project will be required to be in regular supervision, such 
that recordings of sessions or other details of the therapeutic work will be shared with 
supervisors, or members of a supervisory team. 
In addition, we ask for permission that audio recordings of the sessions can be used 
for teaching and demonstration purposes.  
Anonymised data, including transcripts from therapy sessions, responses to 
questionnaires and interviews, and case descriptions, may be used in full or part for published 
output, such as journal papers or book chapters.  In these instances, every effort will be made 
to ensure the absolute anonymity and confidentiality of clients: for instance, by altering some 
demographic details to disguise their identity.  
You may also use the data for case study submitted in partial fulfilment of their 
course requirements. 
 
How will data be stored and used?  
We will treat the data you provide us with the utmost care.  It will be kept in a secure location 
at all times (password protected, encrypted computer file and/or locked filing cabinet).  
Audio recordings of sessions and interviews, as partially anonymised data, will be 
kept for a period of ten years before being destroyed.  Transcripts of these sessions may be 
made, and all identifying details of the client (such as a partner’s name) will be erased.  As 
fully anonymised data, these transcripts may then be kept for an unlimited period of time.  
Personal details of each therapist (name and contact details) will be stored separately 
from other data, and in a password protected, encrypted computer file.   
 Data may be used for subsequent research projects and data analyses (by persons 
other than the present Chief Investigator) at the discretion of the Chief Investigator. 
Anonymised data may be kept for an unlimited period of time.   
 
Who is running the study and who can I contact?  
Chief investigator. The person responsible for all research processes is Mick Cooper.  
Mick is a Professor of Counselling Psychology at the University of Roehampton, and a 
chartered counselling psychologist.  Mick has been in counselling practise for over 15 years, 
and has authored a wide range of texts on therapy, including Pluralistic counselling and 
psychotherapy (with John McLeod, Sage, 2011). 
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Further questions. Any questions prior to, during, or after the investigation can be 
directed to Mick at mick.cooper@roehampton.ac.uk 0208-392 3741. 
Independent contact for the research. If you would like to contact an independent 
person about this research, please contact:  
Dr Diane Bray 
Department of Psychology 
University of Roehampton | London | SW15 4JD 
d.bray@roehampton.ac.uk| www.roehampton.ac.uk 
Tel: 0208-392 3627 
Ethical approval. This project has been approved under the procedures of the 
















DEPARTMENT OF PSYCHOLOGY 
 
DATA STORAGE AND PROTECTION PROCEDURES 
 
Sources 
These procedures are informed by, and consistent with, the following sources:  
•  Roehampton University Data Protection Policy, University of Roehampton, May 
2010 (revised).  
• Ethical Guidelines for Researching Counselling and Psychotherapy, British 
Association of Counselling and Psychotherapy, 2004.  
• Encrypting Confidential Data using Windows XP, Counselling and Psychotherapy 
Research Guidelines, Counselling Unit, University of Strathclyde (available via 
Google Group). 
•  Ethical Principles for Conducting Research with Human Participants, British 
Psychological Society (accessed Sept. 2008). 




•  The Chief Investigator has overall responsibility to ensure that the appropriate data 
storage and protection guidelines are followed. 
 
Non-anonymised/personal data 
•  Non-anonymised (or ‘personal’) data refers to any form of documentation or media 
– electronic or otherwise – in which an individual is identifiable. This includes, but 
is not limited to:  
  • signed consent forms 
  • client identity forms (including DOB, GP details, gender etc) 
  •  video recordings 
Note: even if no name or other obvious data is involved that would identify an 
individual, data such as date of birth, student matriculation number, national 
insurance number can be ‘triangulated’, perhaps with other data a third party has 
acquired, in such as way as to effectively identify someone. Anything that can be 
used in this way is therefore to be considered personal data.  
•  Collection of non-anonymised data will be kept to a minimum, and will only be 
obtained where it is ethically necessary (as in the case of signed consent forms), or 
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where it clearly adds to the scientific value of a project (for instance, the video 
recording of counselling sessions). 
•  Non-anonymised data will be kept for ten years.  
•  All non-anonymised data will be clearly labelled with a date at which it should be 
destroyed.  
• Non-anonymised data will be destroyed in a way which ensures that the data cannot 
be recovered in any way.  
•  Non-anonymised data will be kept physically and/or electronically separate from 
related anonymised data so that links can not be made between the two sets of data. 
•  Non-electronic personal data, such as tape recordings and signed consent forms, 
should be kept in a locked and secure location at all times, and, wherever possible, at 
the University of Roehampton.  
•  Electronic personal data will be encrypted and should always be kept on a password 
protected storage device: wherever possible a PC or network drive located at the 
University of Roehampton.  
•  Personal data should not be kept on – or transferred to – laptops, USB sticks, CDs or 
other mobile/portable devices unless absolutely necessary. As soon as such data is 
transferred to a secure University location, it must be removed from the portable 
device such that it cannot be recovered in any way.  
  Should it be necessary to transfer personal data from person to person, this should 
be done in a secure manner (i.e., by hand or by recorded delivery), always separate 
from any anonymised data. Any posted materials should be marked ‘private and 
confidential’ and sent recorded delivery. 
•  For the duration of a study, non-anonymised data may, if absolutely necessary, be 
stored (in the manner identified above) by investigators other than the Chief 
Investigator (for instance, where a student is analysing video tapes of counselling 
sessions). However, on completion of the write-up of the research, all non-




•  Anonymised data refers to any form of documentation or media – electronic or 
otherwise – in which an individual is in no way identifiable. This includes, but is not 
limited to:  
• SPSS spreadsheets in which identifying characteristics (such as age) 
are not recorded 
•  completed questionnaires: qualitative or quantitative  
•  Anonymised data may be kept for an unlimited period, and may be used for 
subsequent research projects and data analyses at the discretion of the Chief 
Investigator (provided that this is made explicit to participants in consent forms).  
•  Non-electronic anonymised data will be kept in a locked and secure location at all 
times, ideally at the University of Roehampton.  
•  Electronic anonymised data may be stored electronically. This should always be to 
the highest possible standard of confidentiality: for instance, storage in an encrypted 
folder.  It may also be kept on a password protected storage device, ideally at the 
University of Roehampton and, wherever possible, will be encrypted. Transfer and 
storage on portable/mobile devices (such as USB pens) should be kept to a 
minimum. 
  Transfer of anonymised data should be conducted to the highest standards of 
confidentiality, always separate from any non-anonymised data. Any posted 
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materials should be marked ‘private and confidential.’ If anonymised data is 
transferred via email, it should be transferred by the receiver to an encrypted portion 
of a hard disk as soon as possible, and both sender and receiver should hard delete 
the email/attachments from their email server. 
•  For the duration of a study, anonymised data may be stored (in the manner identified 
above) by investigators other than the Chief Investigator. However, on completion of 
the write-up of the research, all anonymised data will be returned to the Chief 
Investigator for storage, and any copies destroyed. 
 
Partially anonymised data (also known as Pseudo-anonymised data) 
•  This section refers to any form of documentation or media – electronic or otherwise 
– in which it is highly unlikely that research participants can be identified, but in 
which the possibility of triangulation exists. This may include, but is not limited to:  
  • audio recordings 
 Note, if such media includes clearly identifying content (for instance, an interviewee 
reveals their name or that of their husband on an audio recording), then it will be 
treated as non-anonymised data until those identifying characteristics are removed.  
•  Wherever possible, partially anonymised (and non-anonymised) data should be 
scrutinised and all identifying details should be deleted/erased (for instance, 
identifying features on transcripts, such as names of partners, should be deleted or 
blacked out). 
•  Where all identifying details of partially anonymised data have been deleted/erased, 
this data will be treated as anonymised data, and subjected to the same procedures as 
above. 
•  In instances where partially anonymised data can not be fully anonymised (for 
instance, audio recordings in which the participant may be identifiable from their 
voice), this data will be kept for ten years, and will be stored according to the 
protocols for non-anonymised data. 
•  Within this ten year period, partially anonymised data may be used for subsequent 
research projects and data analyses at the discretion of the Chief Investigator 
(provided that this is made explicit to participants in consent forms). 
•  Data that is required to be electronically transferred for example, audio recordings 
from handheld electronic devices to a computer for encryption, will be done so 
through a cloud based server with a two stage authentication program accessible 
only by the researchers.   
 
 
The eight general principles of the data protection act, 1998 
 Personal data shall be processed fairly and lawfully (with specific requirements 
regarding sensitive personal data). 
  Personal data shall be obtained only for one or more specified and lawful purposes, 
and shall not be further processed in any manner incompatible with that purpose or 
those purposes. 
  Personal data shall be adequate, relevant and not excessive in relation to the purpose 
or purposes for which they are processed. 
  Personal data shall be accurate and, where necessary, kept up to date. 
 Personal data processed for any purpose or purposes shall not be kept for longer than 
is necessary for that purpose or those purposes. 
 Personal data shall be processed in accordance with the rights of data subjects. 
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 Appropriate technical and organisational measures shall be taken against 
unauthorised or unlawful processing of personal data and against loss or destruction 
of, or damage to, personal data. 
  Personal data shall not be transferred to a country or territory outside the European 
Economic Area, unless that country or territory ensures an adequate level of 





















RISK ASSESSMENT FORM 
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Pluralistic therapy for Depression 
(PfD) clinic protocol 
Date  10th April 2015 
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Mick Cooper Prof Counselling 
Psychology 
 
   
   
   
 
Hazards - Emotional distress: clinical deterioration through therapeutic 
intervention 
- Emotional distress: Boredom while completing outcome 
measures 
- Emotional distress: Anonymity compromised in published 
research 
- Emotional distress: Disclosure of student information 
- Emotional distress/physical attack: Risk to therapist 
- Emotional distress/physical attack: Risk to clients’ close others 
- Emotional distress: coercion 
- Emotional distress: conflict of interest  
- Emotional distress: confidentiality of data 
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How can someone be 
harmed? 
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Mick Cooper 
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if different from 
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Consequence and existing control measures 
Clinical deterioration 
 The principal potential risk for clients in participating in this study is that the PfD may 
worsen their psychological health.  Research indicates that around 5-10% of clients 
deteriorate as a result of participating in counselling or psychotherapy; and, in previous 
pilots, 10.3% of clients showed reliable deterioration in PfD (this compares with 71.8% 
showing reliable improvement).  In many cases, it is likely that these changes are due to 
external life circumstances, rather than the intervention itself.  However, in the event that 
clients feel worse as a result of their therapy and would like to talk to someone other than 
their therapist about it, they can talk to an independent psychologist who has agreed to act as 
an initial contact point for further support (Dr Terry Hanley, University of Manchester). This 
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independent therapist is a qualified and registered therapy practitioner (counsellor, 
psychotherapist or counselling psychologist) who is external to the University of 
Roehampton, and who can therefore act as an independent first point of contact, should a 
participant wish to be supported by someone who is not directly associated with the research. 
 Guidance on managing suicidal risk in clients will be provided to therapists.  As 
requested by the University’s Health and Wellbeing Advice & Counselling services, if the 
participant showing risk issues is a student at the University of Roehampton, this information 
will be shared with the Roehampton University multi-disciplinary case review group, such 
that appropriate university measures and procedures can be implemented.  Normally, this 
would be with the participant’s full agreement.  In addition, this procedure will be made 
aware to prospective participants in the information sheet, and, for participation in the study, 
they will need to give signed consent in agreement with it.  
 Levels of psychological distress in clients will be tracked throughout the therapeutic 
work (PHQ-9, GAD-7), and any deterioration will be discussed with the client and, if 
necessary, alternative sources of support will be explored.  
 Therapists will also have details of the clients’ GPs and will discuss with them the 
possibility of contacting the GP in the case of severe deterioration. This would normally be 
with the client’s consent. However, in exceptional cases where high levels of risk are present 
(see Clinic Safety Procedures), the therapist may contact the GP directly.  
  
Measures  
 Participants may experience some boredom, irritation or other negative feelings when 
completing some of the forms (although, on average, the forms have been rated in pilot 




 There is a danger that clients may be able to identify themselves in case studies that 
are written once the therapy is completed and, in a very few of these instances, may 
experience some feelings of distress.  To minimise this as far as possible, no identifying 
details will be used in case studies, and/or details may be altered to protect the client’s 
identity. 
 
Disclosure of student information 
 To minimise the possibility that clients will be assigned to therapists who they have 
personal knowledge of, we will exclude from participation in the study any students or 
trainees who are on counselling, psychotherapy or psychology programmes.  
 Clients will also be informed of the name of their allocated assessor prior to 
assessment, and informed that they should choose to ask for a different assessor should they 
have knowledge of this person.  
 In addition, the CREST clinic will have no direct access to any student records.  
 
Risk to therapist 
 There is a small danger that therapists may be at physical risk from their clients. To 
ameliorate this, we will follow the university Lone Worker Policy and strive to ensure that a 
therapist is not working alone in the building. In addition, therapists will be provided with a 
Skyguard silent communication GPS/3G/4G alarm, as recommended by Paul Markham-
Jones, Assistant Director Estates and Campus Services, for safety purposes. Therapists are 
also provided with guidance on safety procedures for risk to self as well as to clients. The 
Placement Manager will always have access to information about the locating and timing of 
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practice within the clinic. Practitioners will be provided with emergency contact details for 
the Placement Manager, and a code word or phrase to be used should they be under duress.  
Whitelands security will be aware whenever clients are in the building.   
 
Risk to other 
Guidance on identifying and acting on risk to others in the clients’ lives is given to therapists.  
In addition, therapists will be provided with a Disclosure Policy to indicate where there is a 
necessity to disclose information about child abuse and risk. Disclosure policy are as per 
standard for the counselling and psychotherapy field (the have been adapted from the policies 




 A potential ethical concern may be that students will feel obliged to participate in the 
clinic protocol, having been referred via the Student Counselling Services. However, the 
information sheet will give prospective participants full advice on what to expect from the 
service, and they will be no financial incentive to attend.  
 If, at any point, it is established between client and therapist that the client would 
benefit from an alternative therapeutic orientation, an onward referral will be discussed.   
 
Conflict of interest between research and clinical practice 
The research clinic has a dual aim: to develop a greater understanding of psychotherapeutic 
outcomes and processes; and to help reduce levels of psychological distress in participants.  
Although the research aim is the principal rationale for establishing the clinic, the clinical aim 
will take precedent in instances where there is a potential conflict of interest.  An example of 
this might be where a client indicates that they find it distressing to complete a particular 
measure.  Here, the therapist would agree with the client to stop using the measure, even 
though this may compromise the quality of the dataset.  
 
Confidentiality of data 
All personal data (signed consent forms) will be stored separately from anonymised data and 
partially anonymised data in a locked cabinet at the University of Roehampton. 
Partially anonymised data (audio recordings of sessions) will be kept temporarily on an 
encrypted recording device, and transferred to an encrypted portion of an external hard drive 
that will be kept in a locked cabinet.  
Anonymised data (all electronic forms and measures) will be collected and initially stored 
using cloud technology, with SSL encryption between computers and the cloud server (see 
data storage and management, below). Text data will be encrypted. When transferred to the 
University of Roehampton it will be stored in an encrypted portion of an external hard drive 
that will be locked in a secure cabinet. Any hard copies of anonymised data (e.g., print offs of 
therapist notes) will be stored in a locked and secure cabinet.  
Data protection and transfer procedures have been reviewed and approved by the University 
of Roehampton Head of Learning Services, IT Operations Manager, Head of Infrastructure 









Pluralistic Therapy for Depression Exclusion Criteria 
 
 
1. PHQ 9 scores under 9 
These clients do not reach a ‘caseness’ or a clinical cut off level for depression but 
might benefit from therapy. 
 
Suggested referral to another part of the clinic or a different counselling and 
psychotherapy service. 
 
2. Severe and enduring mental health problems such as psychotic 
disorders or personality disorders where they are the primary problem 
and/or may significantly interfere with treatment.  
 
Suggested Referral to the NHS or a counselling service specialising in working with 
clients with these mental health problems. 
 
Schizophrenia and Other Psychotic Disorders, as listed in DSM IV-TR, AXIS I 
(American Psychiatric Association, 1994) 
 
Notes for assessors: These are examples of some of the issues that may indicate 
psychosis and require further attention in the assessment: 
 
• Chronic conditions. Clients have contact with mental health services and are 
on antipsychotic medication.  
• Acute conditions. Clients are experiencing psychotic symptoms such as 
delusions and hallucinations. For example, they might appear to relate to 
someone else in the room, or be scared for no apparent reason. 
• Severe, long standing difficulties in functioning usually starting in childhood 
or adolescence. 
• It is difficult to establish and maintain contact during the assessment. The 
client might be very withdrawn and have a flat affect.  
• The narrative is incoherent or interrupted.  
 
Personality Disorders DSM IV- TR defines personality disorders as ‘ an enduring 
pattern of  inner experience, and behaviour, which deviates markedly from the 
individual’s culture, is pervasive and inflexible, has an onset in adolescence or early 
adulthood, is stable over time and leads to distress or impairment’ (American 
Psychiatric Association, 1994). 
Only clients who meet all the criteria for full personality disorder will be excluded 
from the project. It is expected that some clients who experience depression  could 
have personality disorder traits. 
 
Notes for assessors:  
These are examples of issues that require further attention in the assessment and may 
indicate a personality disorder: 
• Difficulties in impulse control in affect or behaviour 
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• Persistent and severe self harm 
• Persistent interpersonal problems across a range of relationships 
• Multiple and/or developmental trauma is frequently present 
• The above difficulties have a severe impact in all areas of functioning (self 
care, work, social network, intimate relationships) 
 
1. Dependent drug or alcohol users where drug or alcohol use is the primary 
problem or who are not stable and/or already within structured substance 
misuse treatment programme  
 




American Psychiatric Association. (1994). DSM-IV-TR: Diagnostic and Statistical Manual of 
Mental Disorders (Diagnostic & Statistical Manual of Mental Disorders) 4th Revised 


























Lucy Final Session 24.   
C0 Trevor Dave and Seb are you kidding me, it’s like an old 
man’s club 
I as joker  
T1 Oh I thought you meant they were boys inside (both laugh)  
C2 Oh no no no one of them actually has like memory issues, 
and I’m like I’m surrounded by old people, and they are 
actually children cos I think the universe is testing me 
I as fun 
young 
person 
T2 Amazing ah hopefully you’ll get on with them  
C3 Yeah, plus the assistant helpernext door is really good 
looking I was like please don’t be in my year group (laughs) 
 
T3 It might help to have somebody like old cos they’ll be like 
nice and reliable and not like challenge you 
 
C4 Although it’s usually older people who challenge me in a 
way, just because I look tan doesn’t mean I am (both laugh) 
 
 And one of the children asked me what my natural hair 
colour was I was like how rude (both laugh) 
 
T5 Kids are so funny  
C5 The thing is because I’m trying to like grow out my roots so 
that it’s like Aubin and then you can’t really tell when it 
fades in, I’ve been like spraying the roots with that root 
touch up stuff that old people use (laughs) I was like oh can 
they it’s sprayed brown  
 
T6 Amazing  
C6 But it wasn’t it was just, obviously its two tone (silence 
whilst fills in scales) oh these long ones again 
 
T7 I might get some paper if we want to write anything down  
C7 I have paper with me   
T8 Ok  
C8 I remembered 2.06 (silence whilst fills in more scales up to 
6.22) 
 
T9 Thank you (inaudible) no there’s loads of them  




T10 So I guess erm I was also confused about that, fill it out in 
terms of the way you’d like  
 
C10 Oh ok (fills in more scales up to 08.04) do I have to do this 
bit 
 
T11 No  
C11 This bit?  
T12 No I don’t know why that one isn’t on here, I think it’s cos 
you need to circle it erm so what out of this one what do 
you notice anything different from when you first came, I 
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know you probably don’t remember answers but erm what 
you factored and wanted? 
C12 No   
T13 So what in the kind of way that we’ve been working, what’s 
been useful to you, say you were in the future to go and see 
somebody else and they said have you been to therapy 
before, imagine, someone was just asking you and said what 
was helpful about the way we worked would you be able to 
answer that? 
 
C13 Yeah don’t just let me think what I think is right  I as 
recovery 
T14 So slightly more challenging  
C14 Yeah and like help me figure out what I’m actually thinking 
sometimes it doesn’t make sense by myself 
 
T15 So somehow exploring what’s going on and being a bit 
more directive and challenging ok, it’s interesting cos 
 
C15 I wouldn’t have wanted that to begin with I-as 
reflective 
T17 You wouldn’t at the beginning do you remember what you 
wanted?  
 
C17 Mmm just to eat normally or about my mood  
T18 So what do you think changed within that time?  
C18 A whole bunch of other stuff came up (both laugh) my life’s 
a mess from week to week maybe that came up 09.37 erm I 
guess I realised it was a lot deeper than just not wanting to 
eat and actually like a whole bunch of other stuff influenced 
that  
 
T19 When you first erm came here did you think it was just 
about eating or 
 
C19 Yeah   
T20 About your mood, and all that stuff came out through 
talking, yeah, you’ve done some great work (both laugh) 
erm and it’s interesting to look at your goals and how 
you’ve moved up and forward in some of them, I think 
actually we can do this fun thing, can we ( shows goals on 
ipad) 
 
C20 Oh a bit up and down was does that mean  
T21 It is up and down and this is where you started and when 
you felt you were making, the ups are when you were 
making progress towards them and the downs are when you 
weren’t and so actually if you look you’ve made some quite 
significant progress from the beginning to the end  
 
C21 That’s good  
T22 Yeah you’ve had some really difficult times in the middle 
as well erm and if you look at them is there anything you 
want to say about them  
 
C22 What about  
T23 Yeah, thoughts they were about intrusive thoughts  
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T23 Do you feel like you’ve got the energy to deal with them?  
C23 Mmm and I can kind of realise now if they are like real or 
completely irrational, I wouldn’t have been able to do that 
before, I would have just believed it and would’ve been like 
oh man I’d just get on the treadmill 
I as 
recovery 
T24 Wow it’s amazing isn’t it, do you want to write some of this 
down as we talk 
 
C24 I wrote everything down you told me to do as well I as 
Compliant 
patient 
T25 Alright   
C25 Do you have a pen, oh yeah ( inaudible)  
T26 So we are just starting to look at these goals and what you 
were saying about your thoughts 12.15  
 
C26 Mmm  I mean they’re still intrusive but not like I don’t have 
to act upon it anymore  
 
T27 And the thing is everybody has intrusive thoughts you know 
we all have them we will always have these random 
thoughts of oh I might jump in front of that bus or you 
know or err oh I hate myself, they just come its when they 
start to take over that they become a problem 
 
C27 Yeah they are not taking over anymore  
T28 And I guess if we can rationalise them, we are like oh lets 
not jump in front of a bus (both laugh) extreme example but 
yeah, so how do you know how to rationalise them when 
they come, what’s your strategy 
 
C28 Use your side of my brain (laughs) erm I don’t know how to 
explain it, I can just like take a step back from things like, 
that’s a dumb idea, or like or like where has this taken me 
before, like the other day I was feeling really disgusting and 
I was like  you know it’s so much easier if I just don’t eat 
today  and then I was like no tomorrow I have work as in 
like cos I was seeing my children yesterday erm and I was 
like where has this gone before, it just gets addictive and I 
was like bad idea and I just went and called my mum 
instead so I can take a step back from it now like think 




T29 Great that you have perspective and like that we call it like 
an overall view 
 
C29 Yeah  
T30 Good, and what about your eating? I guess we never added 
it on there but also there was self-harm which is kind of 
eating is a form of self-harm 
 
C30 Yeah I guess, mmmm, don’t have to do it if I don’t want to, 
erm and like I’m aware of like the long term effects of it 
now, so that’s it I guess 
 
T31 Mmm how’s that been this week?  
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C31 Not great, erm this weekend was hard 14.36 I don’t know 
why, weekends always hard I don’t know why that is, erm 
I as 
hopeless 
T32 Why do you think it is, what’s it about the weekend?  
C32 Doing nothing, I think while I’m doing stuff I’m busy so I 
don’t have like, have stuff to distract me whereas at 
weekends I like to sloth (both laugh)just it’s harder, and 
also its like I didn’t sleep at all this weekend the two kids 
were sleeping round and oh my goodness they were like 
‘let’s play a game’ like ‘let’s surf down the stairs’ and I was 
like let’s not do that because I don’t want to lose my deposit 
erm yeah so, Sunday was really hard but 
 
T33 So what was Sunday like?  
C33 Emmm I just like really had the urge to harm and I didn’t 
want to eat anything I was just like ugh again and and 
obviously I knew I was gonna get weighed again at the gym 
which I’ve told them I’m not gonna do I was like it’s not for 
the best erm I dunno 
 
T34 And how did, what happened in that situation then?  
C34 Ok I did do something bad I kind of just slept the whole day 
like after work but at the same time I didn’t act upon, so  
 
T35 So you haven’t cut, what about eating?  
C35 Erm I didn’t really eat that much on Sunday, but like the 
last following days been fine  
 
T36 And what about making yourself sick?  
C36 Didn’t do it, I mean I wanted to but I didn’t  
T37 So you’ve been, actually that’s pretty err, that’s pretty big 
progress because you’ve known you are feeling really 
difficult, feeling really difficult (laughs) things are really 
difficult erm, not acting on it in those destructive ways erm  
 
 
C37 Its good  
T38 It is good and I guess you can think of it, you know we 
talked about it in terms of erm, addiction before, and there’s 
like a cycle in addiction do you know about that? 
 
C38 No   
T39 So you have like, here I’ll draw it for you, if I can 
remember it all, pre-contemplation, so that’s before you’ve 
even acknowledged that there’s something that you need to 
think about or address and then there’s con ten oh my gosh 
contemplation, when you start to think about something, 
and then there’s motivation so you haven’t actually done 
anything yet, but you are like ok better figure something out 
and then what’s there’s like the action, so you start doing 
something, and then there’s maintenance,  
 
C39 so keeping it up, and then there’s lapse and then there’s re-
lapse 




T40 So a lapse would be if something happened once but not 
again, and a relapse would be if somethings was happening, 
and happening, so on that scale, on that circle where do you 
think you are  
 
C40 Mmmm I mean I’ve been round it but maybe, here   
T41 So why would you say here?  
C41 Cos I’m still like I still think about it, but like I don’t do it, 
so I guess maybe between these two 
 
T42 So in terms of behaviour and so this is like a behavioural 
cycle and acting on behaviours 
 
C42 Yeah  
T43  I actually would have probably picked that you were 
somewhere around here 
 
C43 Oh, but I’m not doing it I as 
Compliant 
patient 
T44 So you’re maintaining not doing it  
C44 Oh ok  




T46 So I guess if you look at your cycle, sorry if this is a bit 
confusing, this is probably like before you even came here 
 
C46 Oh ok  
T47 And this would have been like oh I think that maybe there’s 
something 
 
C47 Ok that makes more sense now   
T48 And this would be like, ok I need to make a change but this 
is really hard, and then this being like I’m gonna reduce it 
and like actively reducing it, and then somewhere here 
around actually it’s been three weeks now 
 
C48 Yeah Three   
T49 Three and a bit  
C49 So I’m starting to maintain that, starting to become a 
pattern for me 
I-as 
reflective 
T50 And obviously that’s where you want to be, where you want 
to stay 
 
C50 It’s getting easier as well, not to act upon it  
T51 Exactly and so I guess you think also part of your talking to 
yourself is well if I do lapse then I have to start the whole 
circle again, so you can come up here or you can go to that 
one and come back up so you want to make sure you 
maintain it, does that make sense? 
 
C51 Mmm  
T52 There’s a lot of work you’ve done, how does it feel to have 
come through that 
 
C52 Good but I know it’s not the end yet that it’s gonna take a 
while to sort of really stay there 
I as 
recovery 
T53 Yeah how long do you think it will take?  
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C53 I don’t know, you can’t put what do they say there’s like a 
saying but I’m really bad at saying something but I’ll try, 
about something about it takes a long time to do these 
things 
 
T54 It takes a long time yeah, it does cos you’re thinking about 
the way your brain works and like automatic connections 
 
C54 Mmm just things testing me right now   
T55 And if it does happen I think you want to make it a lapse 
rather than a relapse 
 
C55 Yeah and also like I guess if it happens don’t beat myself up 
about it, it’s only going to make it worse 
 
T56 Exactly shall we put that in, because that’s actually  gonna 
make you more likely to relapse 
 
C56 Yeah cos like I guess I’ve got used what kind of happens 
like if I cut, then I got sad about that, and then that made 
me want to do it again  
 
T57 Right so you want to have a lot of growth and forgiveness 
there  
 
C57 Yeah yeah three weeks is quite a long time 
 
 
T58 Three and a half I think   
C58 Something like that, I should have put a date on it  
T59 Yeah why don’t you go back and put a date on it  
C59 Don’t know where it falls, it was like three sessions ago, the 
Sunday before that, I wonder when that was 
 
T60 I’m sure you can work that out, and soon you will be a 
month, maybe this Sunday you will be a month or four 
weeks 
 
C60 Maybe yeah  
T61 Yeah so maybe you should give yourself a reward  
C61 Trust me I’ve been rewarding myself too much ( both 
laugh) credit cards a bit upset with me ( laughs) 
I-as joker 
T62 It’s good if you make those connections, like I’m gonna buy 
this because of how well I’m doing in this area, as long as 
shopping doesn’t become your next thing 
 
C62 New thing  
T63 Yeah, do you think it might?  
C63 Mmmm it could do but I’m like absolutely been like, do I 
really need this?  Erm because it did kind of get to the point 
where I was buying two of one thing, so I was like oh what 





T64 So you’re gonna not do that  
T64 like if it breaks it breaks   
T65 Yeah  
C65 Maybe one maybe I don’t need one  
T66 So I guess it’s about identifying the passions that you have 
and how they might play out in different areas no matter 
what that might look like  
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C66 I  guess I need to be aware if something’s becoming like a 
new thing, like a bit you know, like a new bad, maybe one 
day a good thing will become my next other thing 
 
T67 Mmm how’s exercising going?  
C67 Been lazy this week, well I was in my nursery from 8 til 
6.30 yesterday which was death, erm the day before that I 
can’t remember I did something in the morning oh no I 
went to yoga actually then I was dog sitting and the day 
before I slept because I felt sad then I had Lily round the 
night before and today ok to be fair I’ll be honest with you, 







T68 That’s fine  
C68 Later on I’m going to work and to work and then tomorrow 
I have Lily from 12 until late at night so  
 
T69 And not exercising what’s your self talk?  
C69 Well I do feel like a fatty fatty but it’s like oh well, got other 
things we do right now 
 
T70 Right 24.00  
C70 Erm it’s fine though  
T71 It’s great because that in itself is progress  
C71 Like before I’d be like oh I need to go to the gym  
T72 Yeah  
C72 Erm, and also I’m not just doing cardio now  
T73 Right  
C73 I’m doing like yoga, even if Tom is like ‘that’s not exercise’ 
he’s just like ‘oh that’s just what old people do’ and I was 
like bitch please you try it   
 
T74 Come on yeah yeah  
C74 Yeah so that’s cool  
T75 Great that’s really good  
C75 And I’m swimming more  
T76 Cool how’s that  
C76 Fun  
T77 Yeah  
C77 Yeah I’m not as fast as I used to be, that kind of sucks 
(laughs) cos I used to whip people’s arses in races but 
(laughs) so I won’t be swimming in (inaudible) anytime 
soon but I can do that anyway now I’m out of uni  
I as young 
fun person 
T78 You might have a year actually  
C78 Like last time people from county sports where there and I 
was like hello 
 
T79 Awesome that’s really cool, erm and then what about the 
guilt that you’ve been feeling 
 
C79 I think that actually after meeting Poppy, which I should 
have done ages ago erm, like because I understood where 
she was coming from I don’t feel so bad about it anymore 
I as 
reflective 
T80 Mmm that was a big shifting point for you  
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C80 I wish I did it before, but I was too scared in case she said 
something awful that made me feel worse about it 
 
T81 Mmm and where is the guilt now?  
C81 I don’t really know, it’s not really in there as much   
T82 Not at all not as much  
C82 Yeah I still feel bad about things, but like nowhere near as 
much as I did before  
 
T83 Great, and what about the guilt in terms of how you feel for 
your sister sometimes  
 
C84 Ok that’s always gonna be there, but she’s in a good patch 
right now so, like she actually looks so much better 
I as 
recovery 
T84 Yeah good, I guess it’s also just about knowing, do you 
want to just turn off vibrate, knowing like guilt can be 
healthy sometimes and it can be normal and we have that 
for our families and we have that and we can be ok with that 
and when actually and then making sure that that guilt 
doesn’t override the rest of our rational self  
 
C85 Yeah and also I’m very aware that Eve’s eating is very 
different to mine 
 
T85 Yeah  
C86 Like the reasons behind it are different anyway, we might 
have some similar behaviours but the reasons behind it 
are very different, I don’t blame myself too much anymore 
 
T86 It’s big, and in terms of understanding and managing your 
emotions 
 
C86 I’ve been managing them a lot better, erm obviously there’s 
still one or two bad days but erm it’s a lot better than it was 
 
T87 Yeah, what do you think over this time you’ve learnt about 
yourself? 
 
C87 Kind of big question, erm I’m not as weak I guess  
T88 Did you think you were weak before?  
C88 Yeah, erm that things like that things actually can get 
better, cos I was just like ohhhhhh it’s only going to get 
worse, you know like mopey Lucy, and in here every week, 
I don’t know how you dealt with that to be honest (laughs) 
I don’t know that maybe I shouldn’t give up as quickly 
I-as 
reflexive 
T89 And how strong do you feel now?  
C89 Not that strong to be honest, but like stronger, and I put 
myself first a lot more now, especially when it comes to 
like Tom 
 
T90 Yeah, what is going on there  
C90 I don’t really know to be honest, I kind of had like an 
awkward thing happen again, so like I don’t know if I 
should even tell you this, so like I stayed around his 
Monday, his mum walked in on us, worse thing, yeah and 
then his mum’s working at my school so I have to sit next to 
her the whole of induction training on Tuesday has been 
like, you just saw my arse, erm so  
 
I as joker 
T91 How is it with her is it ok?  
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C91 It’s very awkward, I was like oh well, you’ve seen me 
naked, yeah but then again I feel now you know I can just 
walk around like hey Barbara (both laugh) 
 
T92 So Tom is back home?  
C92 Yeah  
T93 Like for good or?  
C93 Well he hasn’t got a job yet so until he’s got a job, he’s like 
I need to move out asap cos his mum drives him insane erm  
 
T94 And then emotionally what’s going on between you guys?  
C94 Well then he rang me, I don’t know if he was like high or 
drunk or whatever it was but erm he was like ‘I miss you, I 
love you’, he doesn’t actually talk like that but he was kind 
of like that cos he was slurring everywhere and he was like 
‘I made such a big mistake’ and he was like ‘ I knew I 
was treating you badly but it was only because I didn’t 
know how to deal with it and I don’t want to make 
things worse cos I knew I was gonna be stressed’ and all 
this kind of stuff so I was like cool erm, I don’t know I’m 
obviously not, I know it sounds bad but I’m not going to 
forgive him for the way he acted because it was a, some of 
the stuff he said was awful, erm but I know he’s also an 
idiot so that’s the way he processes things, so we’re just 
















T95 And last week you were concerned about him taking drugs  
C95 Yeah well I’m just going to let him do him   
T96 Ok  
C96 Erm like I’ve told him how I feel about it, and also I’ve 
made it very clear like you don’t want to end up like me 
mate so 
 
T97 What does he say when you tell him that you are unhappy 
about it? 
 
C97 He was like ‘well you were considering it’ and I was like 
yeah well I thought better of it, erm and I was just like you 
know you don’t know what it’s gonna do to you, you 
don’t know what it’s made with and I was like you you 
know, when you come down from it you’re gonna feel 
like shit, and I was like trust me I know how that feels like 
I don’t want you to feel like that and he was just like ‘oh 
it’s different’  and I was like like do you, so I’m just gonna 
let him figure it out for himself 
 
T98 Yeah and then you 31.05 doing you, what is that you’re 
working on, what’s you now who are you now? 
 
C98 I don’t know really, I’m figuring that out, I’ve got the rest 
of summer to figure that out erm even if I’m working 
 
T99 You have some holidays soon  
C99 Well I have to do my playroom which I’m changing, I went 
in there, there were like staples in the playroom I was like 





that ( laughs) em you know two concussions at Uni I need 
to like make sure health and safety, but I don’t know really 
I’m still figuring that out just like taking each day as it 
comes  
T100 Yeah and what do you think are the things that you are still 
struggling with? 
 
C100 Obviously, the thoughts and like the urge to like either cut 
or not eat, erm even like this morning I woke up and was 
like I probably shouldn’t eat today but then I was like 
that’s a dumb idea 
I as 
reflexive 
T101 And you ate?  
C101 Yeah  
T102 Wow and then how did you feel?  
C102 Not great, but I was like it is what it is, you’ve got to eat, 
otherwise you’ll just be walking around like a corpse so  
 
T103 Yeah  
C103 And also, like if I’m gonna go to the gym what’s the point if 
I haven’t eaten anyway not going to gain anything, apart 
from tiredness, and I’m already tired so I don’t need that, so 
yes 
 
T104 How does it feel to reflect on so many changes that you’ve 
made? 
 
C104 I think you don’t realise it at the time, a lot has changed 
and also I know that things went up and down loads but 
even when it came down, like I was still able to like, I 
don’t know how to explain it, think about things 
differently each time, so like even when I got really sad the 
next time, I was like ok well this is how I’m going to come 
out of it 
 
T105 Right so you put in a lot of work in between episodes  
C105 Yeah it’s good  
T106 You’ve made some big changes yeah, I really feel like I’ve 
seen you grow as a person  
 
C106 Thanks (both laugh) sadly it’s not in height  
T107 What is it that you wrote down when you were  
C107 Oh so I was like things that might come up like bad things 
so I wrote about weight, wanting to be sick, cut, suicidal 
thoughts, people asking about my scars which I hate, erm 
what happens when I think fuck it, and when I get into that 
bad spiral where I just like lay in bed and then I feel sad 
and I just carry on laying in bed doing nothing about it and 
I like wrote a whole bunch of things like what I’ll do if these 
things come up 
 
T108 Really so what have you got  
C108 Ok so I was worried about weight, make sure I still stick to 
three meals a day, make a food plan and pre-make those 
cos then I actually have to eat it cos if you waste food you 
actually go to hell erm realistic goals for weight so rather 





like make it realistic if I want to lose weight, five days a 
week at the gym max  
I as Joker  
(middle 
section) 
T109 So what are your goals, weight goals, what are your goals at 
the moment? 
 
C109 Like 5 killos to lose, it isn’t that bad   
T110 In how much time?  
C110 However long it takes  
T111 Ok so there’s no time limit on it ?  
C111 I don’t think so, obviously I’m going on holiday so I don’t 
want to be like a hippo on the beach, but erm I haven’t 
really put a time limit on it 
I as Joker  
T112 Ok and you can do that through exercise, through diet ?  
C112 Like like not crazy because otherwise I won’t keep it off, 
and like no diet pills this time either they just mess you up, 
erm if I want to be sick, just remember all the things you 
told me that can happen to you like your hair falling out 
and and how addictive it can be and oh think about what 
food it is that makes me feel like shit and then like just avoid 
that for a bit, or maybe try to rationalise it, haven’t thought 
about which one I want to do yet  
 
T113 So what food was it?  
C113 Ice cream, I really like ice cream, I was hot and afterwards I 
was like ohhhhh, shouldn’t have done that, erm 
 
T114 Maybe you could do something like have two bites  
C114 Ok I don’t have self-control (laughs) so erm   
T115 Have frozen bananas  
C115 Yeah I do like that, my mum makes that all the time, like 
the whole freezer is full of tubs of it that she’s made erm I 
have no self-control so the tubs all go, so I just need to cut it 
out for a bit, if I want to cut just think it’s only short term 
like really short term, and you always feel worse after and 
If I wanted it like get the hell out of there, like go for a run, 
go to yoga or like maybe just go outside or something, like 
get out of my room basically, oh yeah remove myself from 
places I’m likely to do it aka my room or like anywhere 
there is no people, and then think like you’ve made 
progress don’t do this now, erm if people ask about my 
scars I’ll just be like  it was a bad time, or like it’s just how 
I dealt with feelings I couldn’t express erm if I get like 
suicidal thoughts I will just like get the heck out of bed cos 
I’ll always be in bed when I feel like that erm call one of my 
friends or that weird voice lady at the end of the phone, use 
my happy jar and just think it’s temporary, mmm when I 
think fuck it I’ll think what the hell would Anna (therapist) 
say erm and like is this really a good idea, so I’ve given 
myself things like to think about this when you are thinking 
fuck it, cos I kind of felt fuck it again the other day about 
thinking about getting another tattoo, and then I was like ( 
inaudible) you don’t want to spend over £500 getting it 
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removed mmmm actually it’s closer to £1000 but I don’t tell 
people that, I’m allowed to tell you cos you know erm, will 
this  affect my progress and where has this taken me before? 
To the lazer clinic so that’s it really 
T116 And out of all of those which do you think is kind of the 
most prominent, the most important to hold on to 
 
C116 Just think about the progress I’ve made so far and it is 
temporary, like when you feel like crap it doesn’t last 
forever it goes away sometimes 
reflective 
T117 Yeah and I guess when I’m hearing you go through that list 
and when I’m hearing you go oh fuck it that is probably the 
point where the, the point that needs to be given the most 
thought and the most work into because at that point you are 
literally a step away from doing something and that’s really 
where you need to have everything to look after you and 
protect you at that time 
 
C117 I don’t think I will, I don’t think I will act upon it next time I 
think I’ll get, maybe because you are my left side now so 
erm now I can actually think is this really a good idea 
 
T118 How are you feeling about ending?  
C118 We’re not allowed to talk about that I told you  
T119 We need to talk about it 39.21  
C119 No because I’ll get sad and I don’t want to cry, that’s sad, 
so basically everything you want to know is there, we can’t 
talk about it, now you’re making me sad thinking about it 
(crying) let’s change the subject, change the subject 
I-as 
hopeless 
T120 Why is it that you don’t want to feel sad?  
C120 Because I feel happy today and I’m not usually happy, as 
you know 
 
T121 Yeah and what about when a different situation comes up 
and you’re happy and then it makes you feel sad 
 
C121 I think I’m happy today, let’s not be sad   
T122 But in our happiness we have sad moments   
C122 I guess, I wasn’t supposed, we weren’t supposed to talk 
about this (laughs)  
 
T123 I think it’s quite important to talk about   
C123 (inaudible) no because like now I have to do things by 
myself, even if you are my brain, even if you are half of it 
now  
 
T124 Yeah  
C124 Like there’s I don’t know, it’s gonna be hard to do it by 
myself I don’t want to talk to a stranger cos you know, I did 
consider it, but all of the people on the website were old and 
I was like no 
 
T125 What website did you go on?  
C125 I don’t know Mary showed me one ages ago so I looked at 
it and I was like in my area they are all old or they go to my 
old church, yeah like fuck that, and like some of them had 
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like spiritual healing (inaudible) and I was like no no no so 
yeah, just got to deal with it by myself 
T126 How does that feel?  
C126 Well I feel like I’ve got everything I need now to do that, it’s 
just actually doing it, but I’m good today so hopefully it will 
just like carry on  
 
T127 Yeah  
C127 I can’t believe you’ve made me cry on our last session 
(laughs) yeah oh well I’ll figure it out maybe it will be 
good to not rely on the fact that there’s someone I can talk 
to 




T128 Maybe  
C128 Maybe it will be a good thing for me to like think, I don’t 
know, think through things myself I don’t know 
 
T129 I wonder if it’s something, that although it might be 
different erm it’s something to work towards in terms of 
finding people in your life who you can be open with, even 
if it’s not about everything, about different things, and 
really enjoy having the support that you do have already 
 
C129 Yeah I think I’m just gonna be more selective with who I 
do trust though, because I think like with Tom he kind of 
ruined that big time, and he was supposed to be the person 
I did trust, so although I’m a lot more open with my sister 
now, like the middle one  
 
T130 wow  
C130 Like she knows about a lot of stuff now, like the 
medication, cos like at first it was making me really dizzy 
and I was like passing out the whole time, and so like she 
was covering for me, (laughs) erm stuff like that, so 
I-as illness 
T131 It’s good you have this support, you are becoming closer 
with her, sorry what were you saying 
 
C131 She’s going to a university open day, I was like what are 
you doing, do not follow my footsteps so  
 
T132 That’s funny because you always talk about how you guys 
don’t have anything in common  
 
C132 I know and now she’s doing exactly the same thing as me 
and I’m like are you sure, she wanted to be a social worker 
but then she was like no do a BA, too much like work, and 
I’m like well teaching’s not easy, but I am sad about it, like 
I have acknowledged it don’t worry I’m not blocking it out I 
am a little bit like erm I don’t know, I feel like you’ve given 
me everything I need to like be an adult about things, and I 







T133 Funny how you say I’ve given those things to you, you’re 
the one whose really done a lot of work, together we’ve 
done a lot of work  
 
C133 I’ll allow together but it’s mainly you to be fair   
T134 Yeah I think we have facilitated together and it’s been 
really good, the end of the day, you are the one who for how 
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many hours there are in a week, other than this hour, is 
living out the rest of it, so you really have to give yourself 
credit for that as well, and for that strength that you’ve 
started to grow and build on  
C134 Yeah, still sad  
T135 Yeah it is sad, I’ve loved working with you  
C135 Really, come in moping every week, well take it as a good 
thing that I don’t want to see anyone else, my standards are 
a bit high, (laughs)  so 
I as joker 
T136 I don’t want you to be reluctant to get help though in the 
future if you need it  
 
C136 No I will if I need it, just not an old person   
T137 What is it with you and old people?  
C137 They just freak me out like I told you about the whole thing 
with my grandad didn’t I  
 
T138 What about like your mum’s age?  
C138 Mmm she’s like old but not too old, I don’t tell her that 
obviously (laughs) she’ll probably like whack me or 
something she’s not abusive, metaphorically, erm I don’t 
know it just freaks me out, really it’s creepy, maybe it’s the 
way they speak or it’s their teeth the teeth are the big thing 
for me 
 
T139 What do you mean?  
C139 I told you about my grandad one night his teeth fell out fell 
down the side of the radiator he made me grab them with 
his walking stick, since then old people no way  
 
T140 Amazing (laughs) ok you could find someone not that old, 
if you need it and you want it don’t be resistant to it is what 
I’m trying to say 
 
C140 (inaudible)  
T141 yeah  
C141 But still I don’t really want anyone right now I’m gonna try 
and do it by myself  
 
T142 You’ve got a lot of exciting change coming up  
C142 I’m not sure  how exciting erm I mean the guy next door I 
mean oh that’s exciting (laughs) erm my class seem nice, 30 
of them though, the deaf boy is really cute, and I learnt how 
to like say and stuff to him and like good morning and like 
how are you and he signs back to me, I didn’t really 
understand everything he said but I was like cool, and then 
oh yeah, the old people kids, like when he says he has 
memory problems he literally forgets what you were saying 
like half way through a sentence  




T143 Oh my gosh  
C143 So we have to do a lot of work with him, I have loads of 
EAL kids two with autism, one with ASD and I can’t 
remember the rest of the needs, there’s a lot of needs in my 
class so we are doing a lot of work 
 
T144 So how are you feeling about it?  
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C144 As in it took two hours to do one times table so this could 
be a bit, oh and I’m looking at houses with my dad (laughs) 
I as child 
(spoilt brat 
her words ) 
T145 Is this to buy a house now?  
C145 Yeah  
T146 Wow that’s a big turnaround   
C146 Yeah well I realised if I can be a spoilt brat I might as well 
(laughs) wait I can show you the one I’m looking at actually 
erm so I considered a bungalow even though it’s an old 
people thing (laughs) because I always fall down stairs and 
so I thought if I want to keep ok maybe I should consider a 
bungalow (both laugh) erm what is this, you can kind of see 
the pictures 
 
T147 Oh wow  
C147 It’s kind of expensive erm there’s no like  
T148 Oh you can’t click on the pictures  
C148 No wait I can get it up though erm, oh Tom good old 
website 
 
T149 So would you, if you get that would you have somebody 
come and rent with you? 
 
C149 (inaudible) I can only live by myself  
T150 Wow, it’s huge (looking at pictures of house)   
C150 My dad was like mmm it’s quite far away, and I was like is 
that the only thing that’s a problem 
 
T151 Nice garden  
C151 Yeah  
T152 Three bedroom, oh my gosh  
C152 Yeah but then my other housemates can move in with me 
and help me pay my mortgage, so like that would work 





T153 Why?  
C153 Its freedom could literally if I want to walk around naked I 
can do that (laughs) which isn’t something I do right now 
but who knows what the summer will do to me (laughs)  
 
 
I as joker 
T154 It’s exciting though  
C154 I booked a viewing  
T155 cool  
C155 My dad doesn’t know the price of this yet but he said he’ll 
help me with the like, he’ll give me the deposit so, maybe 
because also all the (inaudible) places we looked at they 
said no as we are too young 
 
T156 Ok, it’s nice of your dad to help you   
C156 Yeah, even if I’m still kind of like I want to do it by myself 
I’ll do it by myself another time so  
 
T157 Yeah right exactly  
C157 And also I have to say bye to the kids I nanny, that is gonna 
be hard erm, as in Lilly tells me she loves me every time I 




recently like latched on, and she’s been saying stuff like ‘ 
oh you have to teach my mum to do my hair the way like 
you do it’ and I’m like oh, she’s like ‘you’re like my 
sister’ and I’m like stop and the older is one was like ‘I see 
you more as a friend now than as my nanny’ and I was 
like stop saying cute things and like she’s counting down 
the days and she’s coming home from school crying nearly 
every day the younger one, so I know I’m gonna cry but 
also I’m gonna have to not cry too much cos then she’s 
gonna cry, and I was like you can still facetime me erm, 
cos obviously she has a phone at this age and for her tenth 
birthday she’s going to Florida well her sister went for a 
safari in Kenya so for her tenth birthday 
T158 Ten!  
C158 yeah  
T159 Oh my god  
C159 These kids are like rich like yeah (laughs) so yeah that’s 
coming up as well 
 
T160 So more goodbyes   
C160 I hate goodbyes, like usually I get angry at the person and 
then I don’t have to feel sad about it, but I’ve stopped 
doing that now 
I as 
reflexive 
T161 Do you feel angry now?  
C161 No, but like before like If you had met me a year ago I 
probably would have been angry with you, and then I 
would have been sad about it sad to say goodbye (laughs) 
not a great way to go about things which I learnt erm, or 
like you know when you get angry cos you’re sad or 
sometimes sad because you’re angry  
 
T162 I always think that anger erm the things that comes before 
anger is hurt  
 
C162 Yeah that’s probably why I was so angry with everyone for 
so long  
 
T163 So when I get angry I’m like why am I hurt here, oh yeah   
C163 It sucks  
T164 It does suck, so I’m going to get you to fill out the rest of 
these things and then are you all good for interview 
 
C164 Yeah although I do have to pick Lilly up at 3.30 they moved 
it forward a bit, is that 
 
T165 Emmm I think it should take an hour  
C165 Ok that’s fine (silence whilst completes scales) there’s so 
many people here today, normally there’s like one other 
person  
 
T166 I don’t know, yeah it’s a different day, we had a big team 
meeting earlier on, which is why I asked to swap days,  ok, 
check we’ve done everything  
 




T167 Emmm that’s me, that’s it all of those.   
















I as fun 
young 
person 
C2 and I’m like I’m surrounded by 
old people, 
Laughter, lightness, banter, 
wary of older people and 






I wrote everything down you 
told me to do as well 
 
Short sentences, quick 
answers to therapist, very 
responsive, eager to please 
I as illness C27 you know it’s so much easier if I 
just don’t eat today 
Slow speech, wispy, much 
quieter delivery so you 
need to strain to hear 
speech, laboured delivery 
I as person in 
recovery 
C27 I can just like take a step back 
from things like, that’s a dumb 
idea, or like or like where has 
this taken me before 
Bright, functioning 
delivery with energetic 




C9 I’m confused, but like why do I 
feel sad because it’s the last one 
Open, pauses for thought, 
spontaneous quality 






Not great, erm this weekend was 
hard  I don’t know why, 
weekends always hard I don’t 
know why that is, 
 
Emmm I just like really had the 
urge to harm and I didn’t want 
to eat anything 
Quieter, fixedness to the 
delivery of speech, and a 
given up tone in the voice, 
also flat and apathetic  
I as 
girlfriend 
C93 Well then he rang me, I don’t 
know if he was like high or 
drunk or whatever it was but 
erm he was like ‘I miss you’ 
Uses lots of examples of 
conversations with ohers, 
speaks in quotes a lot, 
sense of sadness and loss 
I as nursery 
staff 
C98 I have to do my playroom which 
I’m changing, I went in there, 
there were like staples in the 
playroom 
Functioning capable and 
organised an adult kind of 
voice – in charge 
I as joker  C107 cos if you waste food you 
actually go to hell 
Deeper delivery, jokey 
tone, mimicking others 
who are older in voice – 
but with irony 
I as child 
(spoilt brat) 
C145 Yeah well I realised if I can be a 
spoilt brat I might as well 
Little girl, coy, charming 
but rather duplicitous a 
feeling of a double edge 
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here – complex could be a 
blend of I-positions 
I as 
babysitter 
C157 And also I have to say bye to the 
kids I babysit, that is gonna be 
hard erm, as in Lilly tells me she 
loves me every time I see her 
and erm I don’t know like she’s 
been like a panda recently like 
latched on, 









Example of Analysis Stage two: Reference list of inner-Others 
 
(others marked in pink) 
Inner other Line number Quote I-position speaking 
Children at nursery C1 Trevor Dave and 
Seb are you kidding 
me, it’s like an old 
man’s club 
Young person 





I’m surrounded by 
old people, and they 
are actually children 
 
it’s usually older 
people who 
challenge me in a 
way, just because I 
look tan doesn’t 
mean I am 
 
Young person 
Helper next door  plus the assistant 
helper next door is 
really good looking I 
was like please don’t 
be in my year group 
Young person 
Mum C27 I just went and 
called my mum 
instead so I can take 
a step back 
Recovery – able to 
use other for support 
Two kids  C31 two kids were 
sleeping round and 
oh my goodness they 
were like ‘let’s play 
a game’ like ‘let’s 
surf down the stairs’ 
Kids presented as 
demanding - in 
position of struggle 
The gym C32 I was gonna get 
weighed again at the 
gym which I’ve told 
them I’m not gonna 
do 
I as hopeless 
Lily (child) C66 I felt sad then I had 
Lily round the night 
before and today ok 
to be fair I’ll be 
honest with you, I 
was napping 
Use of lily to justify 
sleeping in the 
hopeless position        
( often uses children) 
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Tom C72 Tom is like ‘that’s 
not exercise’ he’s 
just like ‘oh that’s 
just what old people 
do 
In recovery position 
using tom to reflect 
old views of self and 
drawing in old 
people to reference 
how used to think 
people C76 cos I used to whip 
people’s arses in 
races 
Young person still 
can swim but can’t 
win 
County sports C77 Like last 
time people from 
team GB where 
there and I was like 
hello 
I as younger – still a 
contender for the 
team, wanting to be 
recognised 
Poppy C78 I think that actually 
after meeting 
Poppy, which I 
should have done 
ages ago erm, like 
because I 
understood where 
she was coming 
from 
Reflective – poppy 
has been forgiven 
and anger has shifted 
now reflective 
Tom C88 and I put myself first 
a lot more now, 
especially when it 
comes to like Tom 
 
he was like “I knew 
I was treating you 
badly but it was 
only because I 
didn’t know how to 
deal with it and I 
don’t want to make 
things worse”  
 
 
Now in recovery 
Tom is put second, 
before he was a 




against him – use of 
quote illustrates his 
feelings for her, his 
emotions 
therapist C111  just remember all 
the things you told 
me that can happen 
to you 
In midst of recovery 
position – this 
position holds 
therapist in mind – 
big influence 
Mum makes ice 
banana 
C114 my mum makes that 
all the time, like the 
whole freezer is full 
of tubs 
Recovery talk 
Call friends C114 call one of friends Using friend as 
support in recovery 
position 
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Phone operator C114 weird voice lady at 
the end of the phone 
Use of phone lady as 
support for recovery 
therapist C116  I don’t think I will 
act upon it next time 
I think I’ll get, 
maybe because you 
are my left side now 
Internalised therapist 
into recovery and 
reflective positions 




you’re making me 
sad thinking about 
 
I feel happy today 
and I’m not usually 
happy, as you know 
 
because like now I 
have to do things by 
myself, even if you 
are my brain, even if 
you are half of it 
now 
 
I-as hopeless – 
comes online as 
losing therapist is 




seen as part of brain 
Other therapists – 
strangers and old 
C123 and 124 I don’t want to talk 
to a stranger 
 
people on the 
website were old 
 
they are all old or 
they go to my old 
church, 
 
some of them had 
like spiritual healing 
(inaudible) and I was 
like no no no 
Using examples of 
others in struggle 
position to illustrate 
how they are not 
such a good fit or a 
replacement for 
current therapist 
Tom C128 with Tom he kind of 
ruined that big time, 
and he was 
supposed to be the 
person I did trust, 




Middle sister C129 she knows about a 
lot of stuff now, like 
the medication, cos 
like at first it was 
making me really 
dizzy 
Sister becomes 
confidante – in 
illness position 
therapist C131 , I feel like you’ve 
given me everything 
I need to like be an 





and I used to be a 
cry baby 
Grandad C137 grandad one night 
his teeth fell out 
Jokey banter – 
having a laugh fear 
of old people makes 
her feel young 
perhaps 
Different kids at 
nursery 
C141/142 I have loads of EAL 
kids two with 
autism, one with 
ASD 
Nursery assistant 
position – kids 








oh and I’m looking 
at houses with my 
dad 
 
Yeah well I realised 
if I can be a spoilt 
brat I might as well 
 
Child  - Spoilt brat / 
Segway from her 
looking after 
children to her the 
child with dad 
 
 
Housemates  C151 Yeah but then my 
other housemates 
can move in with me 
and help me pay my 
mortgage 
Spoilt brat position 
uses others for own 
ends 

























in Lilly tells me she 
loves me every time 
I see her and erm I 
don’t know like 
she’s been like a 
panda recently like 
latched on 
 
These kids are like 
rich like yeah 
I as babysitter – kids 
used to illustrate 
how good she is at 
work and need they 
have of her – she 
goes on to describe 
that they are spoilt – 
like she describes 






I as recovery (internalised therapist voice) 
 
my life’s a mess from week to week maybe that came up 09.37 erm I guess I realised it was a 
lot deeper than just not wanting to eat and actually like a whole bunch of other stuff 
influenced that c18 
 
therapist echo the meaning of actions 
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and I can kind of realise now if they are like real or completely irrational 
 
echo of the irrational thoughts discourse introduced earlier by therapist 
 
Use your side of my brain (laughs) erm I don’t know how to explain it, I can just like take a 
step back from things 
 
 
Echo of past suggestions from therapist – take a step back 
 
 
and I was like where has this gone before, it just gets addictive and I was like bad idea and I 
just went and called my mum instead so I can take a step back from it now like think about 
what I’m thinking 
 
echo of the mentalisation process modelled by therapist – thinking about thinking 
 
Yeah I guess, mmmm, don’t have to do it if I don’t want to, erm and like I’m aware of like the 
long term effects of it now 
 
Echo of therapist’s rationale for long term recovery 
 
 
I guess if it happens don’t beat myself up about it, it’s only going to make it worse 
 
 
Echo of the therapist’s discourse from earlier  
 
I know he’s also an idiot so that’s the way he processes things 
 
Example of how echo from therapist affects view of the other 
 
I was like it is what it is, you’ve got to eat, otherwise you’ll just be walking around like a 
corpse 
 
Echo from therapist and possibly others about the need to eat 
 
Ok so I was worried about weight, make sure I still stick to three meals a day, make a food 
plan and pre-make those cos then I actually have to eat it cos if you waste food you actually 
go to hell erm realistic goals for weight so rather than being like I’m going to lose like 10 




Echo of the recovery plan created with therapist 
 
like no diet pills this time either they just mess you up, erm if I want to be sick, just remember 
all the things you told me that can happen to you like your hair falling out and and how 
addictive it can be and oh think about what food it is that makes me feel like shit and then like 
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just avoid that for a bit, or maybe try to rationalise it, haven’t thought about which one I 
want to do yet 
 
erm if people ask about my scars I’ll just be like  it was a bad time, or like it’s just how I 
dealt with feelings I couldn’t express erm if I get like suicidal thoughts I will just like get the 
heck out of bed cos I’ll always be in bed when I feel like that 
 












Example of Analysis notes from Stage three 
 
Step 3. Interactions between parts 
 
Between I-positions  
 
There is much less of the illness position, but there is a dominance of recovery position, talk 
of programmes, what to do, how to run life, this often blends or comes before the reflective 
position which is much more prevalent also. Recovery comes in after illness to shift the 
narrative to a version where one is getting better, it completely changes direction. Recovery 
also does this and comes on line after the I-as hopeless position, struggling talks of emotions 
and difficulties but then recovery comes in with solutions and more positive conclusions as to 
why those emotions may be there. Recovery I-position is dominated by echoes of therapist 
regarding recovery programme. 
 
No because I’ll get sad and I don’t want to cry, that’s sad, 
so basically everything you want to know is there, we can’t 
talk about it, now you’re making me sad thinking about it 
(crying) let’s change the subject, change the subject 
Why is it that you don’t want to feel sad? 
Because I feel happy today and I’m not usually happy, as 
you know 
 




(inaudible) no because like now I have to do things by 
myself, even if you are my brain, even if you are half of it 
now  
Yeah 
Like there’s I don’t know, it’s gonna be hard to do it by 
myself I don’t want to talk to a stranger cos you know, I did 
consider it, but all of the people on the website were old and 
I was like no 
What website did you go on? 
I don’t know Mary showed me one ages ago so I looked at 
it and I was like in my area they are all old or they go to my 
old church, yeah like fuck that, and like some of them had 
like spiritual healing and I was like no no no so yeah, just 
got to deal with it by myself 
How does that feel? 
Well I feel like I’ve got everything I need now to do that, it’s 
just actually doing it, but I’m good today so hopefully it will 
just like carry on  
	 188 
 
After the hopeless position has spoken the recovery position comes in to re-assure the 
therapist that there is a programme. 
 
because it did kind of get to the point where I was buying two of one thing, so I was like oh 
what if it breaks erm, but I’m not gonna do that 
 
From hopeless admission to compliant patient following the programme 
 
Compliant patient and recovery often go together, patient fits well with recovery as it is 
carrying out recovery process and is like a foot soldier for recovery 
 
I as child (spoilt brat) often demands, relates to I as joker position which connects in to make 
light of its demanding nature, almost to hide the not so pleasant side of this position. Joker is 
often deployed defensively, breaks tension, lightens mood, hints at a resilience through 
humour but has a sad self-deprecating edge sometimes. Other times it laughs at others – using 
quotes to illustrate their words at times. 
 
Between I-positions and inner others 
 
I-as Recovery position uses others differently than it did before, friends, mum, sisters are all 
now sources of support not others who one has to conceal things from. It has a lot of talk 
about the therapist being part of its brain. This is another kind of echo, ventriloquation, 
especially the brain bit, like it’s a repeat of new information discussed in sessions – not 
integrated into system yet. This recovery talk and language is possibly also to please the 
therapist as this is the last session, the therapist then is creating the discourse, the interaction 
and anticipation of what the therapist would want to hear. So much of this session is 
dominated by the need to please the therapist, showing how the messages and words have 
been remembered and that the time spent together has been worthwhile.  
 
 This is clear in the compliant patient moments when she is almost telling the therapist she is 
following direct orders. 
 
In the I-as illness position she draws in sister to look after her, this is reminiscent of first two 
sessions. Is this less because it is anticipated that this is not what the therapist wants to hear? 
 
Like she knows about a lot of stuff now, like the medication, cos like at first it was making 
me really dizzy and I was like passing out the whole time, 
 
I as illness 
 
 
I-as Spoilt brat position used others, dad especially to get what she wants. 
 
Yeah well I realised if I can be a spoilt brat I might as well (laughs) – BLEND BETWEEN 
SPOILT BRAT AND JOKER 
 
The spoilt brat uses others, declares this use quite openly. She also discusses uses housemates 
to pay for the house she is asking her father to buy her. 
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Yeah but then my other housemates can move in with me and help me pay my mortgage, so 
like that would work  
 
 
 In a way, this is reminiscent of the old illness position in its manipulative style. This position 
is demanding, childish. Jokey banter tries to relate to the therapist, to make her laugh, is this 
as it would offer a sense of social acceptance to this position – or create a new alliance, 
possibly needing some acceptance for the spoilt brat part, wanting therapist’s approval or 
even disapproval 
 
I –as Reflective has grown, more prevalent in this session, reflects on others process, poppy 
for example, and can mentalize and see other’s views when previously the illness position 
blocked this from happening. Reflects on past with others, future with others and own 
process. Holds more complex views of others  
 
think I’m just gonna be more selective with who I do trust though, because I think like 
with Tom he kind of ruined that big time, and he was supposed to be the person I did trust, 




Interaction with the boyfriend takes on a reportage quality – is this to report to the 
therapist what she thinks the therapist wants to hear? 
 
then he rang me, I don’t know if he was like high or drunk or whatever it was but erm he was 
like ‘I miss you, I love you’, he doesn’t actually talk like that but he was kind of like that cos 
he was slurring everywhere and he was like ‘I made such a big mistake’ and he was like ‘ I 
knew I was treating you badly but it was only because I didn’t know how to deal with it 
and I don’t want to make things worse cos I knew I was gonna be stressed’ and all this 
kind of stuff so I was like cool 
   
interesting use of his words to tell the story to the therapist here – he made a mistake, 
and is attempting to make amends but she does not want to forgive 
 
I don’t know I’m obviously not, I know it sounds bad but I’m not going to forgive him for the 
way he acted because it was a, some of the stuff he said was awful, 
 
Moving to the line like I’ve told him how I feel about it, and also I’ve made it very clear like 
you don’t want to end up like me mate so  
 
I as girlfriend 
I as recovery 
 
This move from I-as girlfriend to I-as recovery may be indicating how she is viewing him 
through a recovery position lens, as she sees herself in him 
 
Between inner others 
 
Mum is now drawn on for support and confided in but Dad is discussed in a way that implies 
manipulation. Tom the boyfriend, once the confidante and heavily relied upon, is now almost 
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estranged - and when compared to other friends not a source of support at all - rather 
someone to be vigilant of. This shift is interesting it is as if he reflects who she was before 


































Case four: Josh Full write up 
 
Josh was a 23-year-old male who was studying at postgraduate level at University.  
He referred himself for psychotherapy to a well-being centre few months previously and was 
then referred to the clinic.  He described himself as overweight and said he felt very unhappy 
with his appearance.  He reported that he could not control his food intake, and was worried 
how he would manage this in the future.  He also disclosed problems he had with managing 
his anxiety, and that he had experienced numerous panic attacks over the last year. 
 
Josh: Internal I-positions and Inner-Others 
 Internal I-
positions  







I as Monitor 
Controller  
Monitoring controlling 
position, watches self 
and evaluates 
behaviours and intake 
of food, psychological 
and medical discourse, 
talks about self as an ill 
person, a carer for 
himself 
 
‘so, I’ve eaten so much 
this last week and I caused 
myself to have a panic 
attack because I, what I 
said before about how, 









I as Craving  Hungry, feels empty, 
needing stimulation, 
hedonistic, wants 
satisfaction at any cost 
‘part of me is like oh I 
don’t care whether I put on 
weight, I don’t care 
whether I get indigestion, I 
don’t care whether I 
become morbidly obese 
and have to use a crane to 





I as Cursed  Self-pitying position, a 
martyr for the needs of 
others, feels 
unappreciated by others 
for his efforts 
‘Yeah, he won’t bloody 
leave me alone and I want 
him to leave me alone, 
I’ve wanted him to leave 















 I-as repulsion Disgusted by own body, 
by weight and eating 
habits, contempt for 
himself 
‘I just felt he was repulsed 
by me and I was repulsed 















Afraid of exposing 
vulnerability to others, 
emotional undercurrent 
of sadness 
‘I remember saying years 
and years ago that I was 
bottling things up and I 
was like, I wonder where 
that started and then I 
thought back to me, like I 
thought back to try and see 
how far I could go, and 
then I remembered being 
at primary school and I 
was a massive cry baby, I 








 Two opposing positions in a co-dependent coalition.  In the first session, Josh had 
a dominant I-as monitor controller position (position A) which was populated by echoes from 
medical professionals.  In this position, Josh presented himself to the therapist as an observed 
patient, observed by himself.  In his discourse, there was very little I, and a wealth of me, as 
he objectified himself by describing his activities and routines with an air of detachment.  
This distance he had from himself is evident in the excerpt below: 
 (Therapist and Josh, first session, 6 – 8) 
 
Josh: I feel tired but it’s not the same sort of tired, it feels like I’m 
constantly having to do something, and it feels more like a job 
than it feels like rest, so yes, I’ve slept but 
Therapist: It’s not restful 
Josh: No, I wouldn’t say I feel like well rested, I just say I probably 
feel slightly better than last week because I’ve actually slept, but 
I wouldn’t say that I’ve slept well 
Therapist: Ok, ok, we’ll get back to that  
 




In the above excerpt, Josh could almost be describing someone else, as if he was 
answering as an advocate on behalf of a patient who could not speak, his use of words “I 
wouldn’t say I feel like well rested, I just say I probably feel slightly better” had a reportage 
quality, these words were delivered with a matter of fact tone, as if he were filling in a 
questionnaire.  Josh’s responses, in the excerpt above, when considered through the lens of 
addressivity could be understood as Josh’s attempt to give the therapist what he thinks she 
wants; an account of a not very functioning person in need of psychological help.   
 In direct contrast to this restrictive position, I-as craving (position B) was a hedonistic, 
desiring position, with a constant sense of emptiness, and a need to fill up until there was no 
more space available.  These two positions, and their opposing objectives and behaviours 
continually shaped each other; the monitor needed someone to monitor and the craver needed 
to be held back in case it became totally full and has no space left for craving.  This was an 
alliance formed through difference; an intrapersonal co-dependency.  Lewis (1967) wrote 
how one person is always in fact two people, as one whom acts and one who observes the 
actor.  The observer has an array of possible reactions to the actor he observes; in this case 
Josh’s monitor position is rallied in his efforts to control, by the hedonistic behaviour of the 
craving position.  These two positions engage in the polyphonic excerpt below: 
 (Therapist and Josh first session, 37 -39) 
 
Josh: It is, I do worry cos I’ve got, it sounds weird but like 
I’ve got plans for the future I don’t want to die young 
and I know that my mum’s side of the family’s got 
heart concerns, so I worry about that, so you know 
my dad just died from excessive things, it wasn’t 
necessarily food but he died because of his life of 
excess, and I have smoked previously[…] so you 
know I regret doing that and resent myself a little for 
it but it is what it is it’s in the past it’s done                                                                                                                                                                                                                                                                                    
Therapist: Are you forgiving yourself? 
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Josh:  Yeah, I forgive myself for smoking, I just wish I 
never did it and erm but the food thing, it’s always 
been an excuse, and I don’t know why I always 
excuse myself with food, because I shouldn’t really 
Therapist: What do mean by excuse? 
Josh:  Well my will power, it seems to be very very 
selective,[…]fine I can force myself to do things 
when it’s fine by me, the second I’m like no, I like 
food I don’t want to quit food, I don’t want to 
monitor my food I want to be slim but I want to be 
able to eat three sandwiches, my brain doesn’t seem 
to want to go 
 
Key: I-as Monitor Controller  
         I-as Craving  
 
The monitor controller position, which Josh linked with his will power, has led him to 
give up various habits, but it appears that food generally has been ring fenced, by the I-as 
craving position, as something which will not be controlled or eliminated.  Whilst these two 
positions are constantly relating to each other in a counter balancing dynamic, they seem 
unaware of each other’s motives.  The I-as craving position speaks to the I-as monitor 
controller “I’m like “No, I like food I don’t want to quit food, I don’t want to monitor my 
food, I want to be slim but I want to be able to eat three sandwiches”’ Josh’s response to this 
is to answer from what he calls ‘his brain’.  His brain seems to be what he associates with the 
monitor position, and again here there is a sense of detachment, as was mentioned earlier, as 
he described himself from a position that is not himself.  
 The internalised interpersonal relationship.  Hermans (2004) suggested that it was 
not only others who could become internalised and go on to form part of the self, but also the 
interpersonal relationships that the individual had experienced in their formative years.  He 
suggested that these relationships could create memory patterns which would go on to help 
create I-positions, and influence how they relate to each other.  Taking this into 
consideration, Josh had already described in the first session a hedonistic father and a 
controlling anxious mother, the interaction between these opposing characters can be seen 
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reflected in the interaction between the two positions within him of the monitor controller 
and the craving position.  Their lack of effective, collaborative dialogue mirrors the absence 
of relating which occurred between his estranged parents; as the hedonistic father was 
ostracized from the family, and the controlling mother was left bringing up Josh on her own.  
Focusing on this pattern of interaction which involves the inner-Others in the internal 
landscape highlights how problematic narratives which sustain depression can be maintained 
by internalised problematic inner-Others.  The adoption of attitudes belonging to these Others 
creates conflict as they rigidly represent their own fixed views of the world without any 
flexibility or adaptability.  This rigidness maintains the depressive structure as these inner-



























































Conflictual, lacking in 
resolution or dialogue, 
leading to estrangement 
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 The cursed third position.  The third position in Josh’s case was I-as cursed 
(position C); in this position Josh presented himself as a martyr to the needs of others.  This 
position was passive, and had little agency as it spoke of being condemned and cursed. 
 
.(Josh and Therapist first session, 49 – 52) 
Josh: I’ve had a lot of life experience, unfortunately, so I am 
quite wise on quite a lot of unfortunate topics, so I do 
tend to be a good person to come to for my friends but  
Therapist: What have you done for you not to deserve this? 
Josh: I don’t know[…]but I think if if reincarnation is a thing, 
and if karma’s a real thing I must have been an arsehole 
in a past life, I just think sometimes I like, I’ve either 
racked up a lot of bad karma and it’s just all come out in 
bad luck or  
Therapist: So, it’s something from a past life 
Josh: It’s something like that  
Therapist: You probably don’t deserve it in this life 
Josh: I feel like that, but I just don’t know what I believe, like 
well it feels like it’s the only option, either that or I’m 
just extremely unlucky, and I’ve had a lot of crappy 
things happen,  
 
 




Josh in the I-as cursed position described how he felt cursed by the unfortunate events 
he had experienced, rather than explore the events themselves, he reflected on whether they 
were the result of a past life experience.  In doing this he negated his own power as an active 
agent in his life, this created a helpless passive stance (position C).  
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Internal pattern of conflict within Josh, supressed by the third position 
 
In this case, position C, conceptualised as the mechanism of depression, operated by 
giving over all the social power to the other, this could be friends, parents, boyfriends, 
siblings etc.  Josh constructed narratives where they all were taking from him, and there was 
nothing for him to gain in return, this re-enforced the sense of victimhood, and the fatalistic 
hopelessness which fed this sense of having given up on himself.  
 A cacophony of positions. The three I-positions discussed with regards to Josh were 
the most dominant amongst what Lysaker and Lysaker (2002) would describe as a cacophony 
of disorganised positions which were picked up in the analysis.  For the purposes of 
answering the research question only a handful of the most dominant position have been 
















discovered during the dialogical analysis of Josh’s sessions.  The analysis identified a 
constant switching of positions, more inner others mentioned than in any other case, more 
direct quotes employed in his discourse than any other case, and generally a sense of anarchy 
and disorder.  This chaos can be seen to be effecting the therapist, as over time she became 
more rigid and questioning of Josh, as if she was trying to nail him down to some concrete 
sense of meaning, searching for a sense of order. 
The emergence of an emotional position.  In the analysis of the middle session a 
new emotional position was detected; I-as repulsion (position D).  This position can be 
understood as an altered, hybridized version of I-as craving, which spoke of his passion and 
desire to filled up in the initial session.  Twelve weeks on, this I-position of self-repulsion 
talked about the consequences of the I-as craving position; finding his own body and his 
desire for food so repellent.  He spoke of fears that others were repelled by him too, and it 
was this incorporation of the feared attitudes of others which shaped this self-critical position, 
this is illustrated in the excerpt below.  
.  Josh and Therapist, 55 – 58) 
 
Therapist: So, what’s your goal to be a medium? 
Josh: I don’t know what my goal is, just not to look like this 
anymore 
Therapist: How do you want to look? 
Josh: I don’t know, just not to have a cups or b cups not to have 
any at all would be nice, not to have a belly that overhangs 
my jeans, not to have  
Therapist: Mmm you’re really disgusted by yourself 
Josh: Really disgusted by myself, I really don’t like it at all, I 
don’t want to have marks on my belly where it’s beyond the 
point of stretching 
Therapist: What would you need to actually really like yourself, love 
yourself? 
Josh: Just to be slim enough not to bulge out of things, and have to 
wear baggy to cover myself up, to be able to actually have 
clothes off in front of somebody without having to have the 
light off, or go into a separate room  
Key: I-as repulsion 
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The interaction between the therapist and Josh in the excerpt above indicates how the 
therapist was once again attempting to move him to a position where she has a concrete 
statement, however each of her questions triggered him more into his I-as repulsion position, 
with the self-disgust and sadness which accompanied it.  In considering the addressivity of 
his comments, it could be interpreted that Josh received her questions as judgements, and 
anticipated more criticism from her.  Consequently, he defended by deploying the I-as 
repulsion position to protect himself, if he blamed and has contempt for himself first, then her 
criticism could not do as much psychic harm and cause as much psychological pain. 
As with the previously mentioned cases, the arrival of a new more emotional position 
(position D) often enables a shift in the repertoire between the two dominant positions A and 
B, and the redundancy of third adaptive position, C.  In this case position D can be explained 
as a spin off position; connected to I-as craving, it was a reactionary position which enabled 
more anger to be expressed.  However, this anger, unlike some of the previous emotional 
positions which were highlighted in other cases, focused on inward on itself and blamed 
itself. This was not necessarily a negative, as it indicated a shift from the cursed position (C) 
which always blamed the other for his circumstances.  This shift may have occurred due to 
the increased acknowledgement of the craving position’s needs, and the impact this has had 
on the repertoire of positions.  Position C, I-as cursed, had supressed his ability to feel any 
responsibility and subsequent emotion about his own actions regarding his craving position - 
but this new emotional position was allowing him to feel connected to his own actions.  
 
 The emergent vulnerable position.  In the final session, a previously unseen 
position I-as fearful vulnerable (position E) emerged, and shared openly it’s sense of fear 
about revealing itself with the therapist.  This vulnerable position also expressed how 
difficult it was to organise himself amid the chaotic inner disorganisation he experienced.  
This was illustrated in the excerpt below:  
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 (Josh and therapist, 50 – 52) 
Josh: Part of me regrets all the time I’ve spent in here blabbering 
on about nothing when that’s probably been one of the main 
things  
Therapist: What is? 
Josh: Just everything I don’t know where to begin with it, it’s even 
hard where to even start, it’s basically every single negative 
emotion, every single negative experience I’ve had rolled 
into one, and it’s a big old jumble of things, and I wouldn’t 
even know how to begin having to explain how it feels, let 
alone the individual points within it, let alone the individual 
emotions and those moments  
Therapist: It’s a big bundle of negative emotions from the hurtful 
experiences that you’ve had  
Josh: Yeah and the embarrassing, and the shameful, and the 
regrets, so I don’t know, these are things I’m gonna have to 
deal with  
 
Key: I-as Fearful Vulnerable  
         I-as Monitor Controller  
 
An analysis of the intrapersonal pattern between I-positions highlighted how when the 
vulnerable position expressed its unknowing sense of fragility, it was then followed by an 
evaluation, or conceptualisation from the monitor position, summarising what had been said.  
For example, “these are things I’m gonna have to deal with” (line, 52) was an evaluation of 
what the vulnerable I-position had just revealed about his difficulty getting in touch with his 
emotions.  Both I-positions at this end stage of the therapy had a much deeper reflexive 
quality, the monitor I-position expressed his understanding of his need for control in the 
excerpt below 
Excerpt 16. (Josh and therapist, 56) 
Therapist: What’s your responsibility, why do you have to have so 
much control?  
Josh: I think the reason I control so much is because I’m scared of 
that unravelling, I think literally that’s where my control 
comes from, it comes from keeping that plaster on for 24 
years, I think that’s where a lot of my control comes from  
 
Key: I-as Monitor Controller  
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This two excerpts above both show the difficulty Josh has, in the I as monitor 
controller I-position, to allow the very newly grown I-as vulnerable fearful any air time. 
There is a lack of accessibility to the vulnerable position, and it is possible it has only 
surfaced in this session as it is the final one, and hence it will not be explored in subsequent 
sessions.  Stiles (1999) suggested that flexibility between positions is crucial to adaptive 
functioning within the inner repertoire, this was not evident between the positions in Josh at 
this end point, although there were signs of a growing ability to reflect on one’s positioning 















 Josh’s I-positions and their interactional patterns over time 
 
At the very end of the session Josh in the I-as vulnerable fearful position did reveal 
part of his concealed narrative, and in turn the aetiology of his self-protective stance. 
 
. (Therapist and Josh, 65 – 66)  
Therapist: Yes, so you were since you were a child, you had a lot 
of emotions and they were not allowed to be expressed 
and there is so many ways that it could be expressed, 
you don’t have to be a cry baby when you are 
emotional 
Josh: Yeah, I know 
Therapist: But it sounds like they didn’t have a space at all 
Josh: No there was not that much space in my life to have 
that level of emotion, I had my dad who just wouldn’t 
Session 1 
Dominant 




































have it, I had my mum who didn’t know how to deal 
with it,  
 
Key: I-as Fearful Vulnerable  
The therapist, in the excerpt above, introduces the idea that emotions were not 
allowed to be expressed, looking to the past to explain the present.  Josh in the I-as Fearful 
Vulnerable I-position follows this reflexive trail, repeating the same word ‘space’ that the 
therapist just used to describe how he envisaged his environment with his parents. In this 
excerpt, the therapist’s conceptualisation can be seen piercing into Josh’s semiotic world as 
he seizes her words and then repeats them.  Josh’s explanation is emblematic of the whole 
relationship between the therapist and Josh, as he says that there was “not that much space in 
my life to have that level of emotion” he could be talking about the therapy sessions.  
 
 Case four summary.  In these sessions, there were only small signs of any dialogical 
space opening up which could have facilitated better communication between Josh’s his I-
positions.  This could be due to the crowded nature of the landscape, and chaotic multitude of 
voices who were vying for attention. 
 Bromberg (1996) theorised that healthy functioning is the ability to ‘stand in the spaces’ 
between multiple realities, to be able to negotiate continuity and change at the same time. 
Josh rapidly switches from one reality to another, with little space in between.  Of all the 
cases, it was the most asymmetrical therapeutic relationship, and over the three sessions it did 
not seem to strengthen and enable open dialogue, although there was a small increase by the 
end session of reflective functioning, and his borrowing of the therapist’s language in the 
form of echoes indicate he had partially internalised her as an inner-Other. 
Josh’s case presented the same pattern in the sample as the others previously mentioned; the 
two conflictual I-positions, the intolerable conflict and the deployment of a third position to 
shut down the conflict. It highlighted the difficulty of working with a multitude of voices, a 
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disorganised landscape where there is little space for the growth of reflexive and adaptive I-
positions.  It also illustrated how problematic inner-Others can be if they are fixed and rigid 
in their representation in the self, and how their unique relationship may also be internalised 





Case Five: Dermot full write up 
 
Dermot was a 23-year-old white male, in his final year of a postgraduate training. He 
had a ten-year history of self-harming, and a wealth of previous experience of therapy, he had 
extensive previous involvement with mental health services.  He had difficulties in staying in 
work, and reported that he often had conflictual relations with his employers, he also said he 
found it difficult to express himself with close friends and felt extremely isolated and lonely 
at times. 
 
Dermot: Internal I-positions and Inner-Others 
 Internal I-
positions  







I-as Patient  Considers self as sick, 
talks of medical 
professionals who 
employ their expertise – 
medical language and 
terminology 
 
“It’s, it’s pretty intense 
disassociation erm which I 
hate feeling but it happens 








I-as disgusted Self-harming, self-
hating position, 
disgusted by 
appearance and eating 
behaviours  
“I looked at myself in the 
mirror and went Jesus 
Christ, and to be fair I still 
look at myself in the 




I-as defensive Defends self against 
authority figures who 
have social power, sees 
self as a survivalist 
“It’s more I acknowledge 
them and remember them 
but they don’t really get to 
me I just make sure that I 


















Well, I don’t know, she’s 
with someone who makes 
her happy then I’m happy 
you know, it’s kind of 
irrelevant how I’m feeling 

















and unusual, an original 
individual 
 “I mean you and I both 











The patient position: societal influences.  In this initial session, as has been 
mentioned previously with other cases, there were psychological measures which were 
completed by the therapist and client, these assess levels of anxiety, depression, goal 
achievement and the alliance between therapist and client.  This kind of beginning to the 
session sets a tone of evaluation and monitoring.  In Dermot’s case, this seemed to trigger his 
I-as patient position to become dominant, this was observed at the end of the session too, 
when the final session questionnaires were completed. 
 Dermot’s patient I-position was like the I-as illness position which was explored in 
case two with Lucy, and had some resonance with Josh’s monitor controller I-position which 
has just been discussed.  All three I-positions were saturated by medical inner-Others; 
doctors, hospitals, therapists, well-being officers etc.  They all used medical discourse, 
discussing diagnostic labels and psychological theory.  Dermot’s I-as patient position was 
heavily influenced in this session by the therapist.  An analysis of the addressivity illustrated 
how the therapist also took on a medical I-position in this co-created relationship, which fed 
Dermot’s I-as patient position. 
 (Therapist and Dermot, 15 – 18) 
 
Therapist: My thinking about a seven (referring to score on 
questionnaire) is, is quite close to somebody who is 
actually going to do something, but actually as we 
spoke it felt like there was this mismatch between 




Therapist: So, I thought should I have been more alert to that, but 
I felt we covered it, so what do you feel about that? 
Dermot: well those thoughts are definitely there, I had them a 
lot yesterday which was great, to the point where it 
incapacitated me for the entire day, and I basically 
went vegetative, that’s not the word, comatose, no 
that’s not the word either 
Therapist: You retreated into yourself? 
 
Dermot: I shut down  
 
 
Key: I-as Patient  
In the above excerpt the therapist discusses a suicide scale which they completed 
together in the previous assessment session.  She then introduces the idea of measurement, 
and then she questioned his answers describing them as a ‘mismatch’ between his feelings 
and his intentions. In his response in the I-as patient position Dermot justified his previous 
answers by explaining how ‘incapacitated’ he felt the previous day, he then accelerates this 
by using the word vegetative, and then accelerates it again by using the word comatose.  He 
was attempting to portray how little he felt he was functioning to the therapist. If this segment 
of his words was analysed without also analysing the therapist’s interaction alongside it, it 
would appear quite differently, possibly as a concrete description of his helplessness.  
However, what he was engaging in here, in this I-as patient position, was try to persuade the 
therapist that he was a worthy of therapy; by explaining how desperate he was; re-counting 
his struggle to function the previous day to qualify for treatment.  This type of interaction 
with the therapist triggers this patient I-position in Dermot, he has had a wealth of past 
experience with mental health services and has often been part of a patient and clinician 
dyad.  These past experiences may have created a very dominant patient I-position in 
Dermot, one where he feels inclined to present a patient seeking help to the appropriate 
clinician.  This interpretation which informed the creation of this I-position label was 
influenced by the amount of medical discourse which this I-position spoke from; medical 
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settings, professionals and diagnostic labels were commonplace. These elements may have 
contributed to an internalised institutional power dynamic present within this I-position, one 
where Dermot was not equal to the other but was in a less powerful submissive position. 
 
Two opposing positions: disgust at the patient.  In his I-as patient position (position 
B), Dermot was very responsive to the therapist, in the polyphonic excerpt below he was 
being asked about his self-care routine, and his eating habits. 
 (Therapist and Dermot, 89 – 95) 
  
Dermot: After I had the sandwich my brain went, ‘Right, now 
throw it up,’ and I was like, ‘No’, and then the same 
thing happened at lunch where I went right, you’ve 
eaten the pasty and the donut now go throw it up, erm 
but then I came in here and I was like right I’m not 
gonna leave, erm probably wouldn’t be able to get back 
in  
Therapist: I wonder why your brain wants to throw it up? 
Dermot: I thought it was bulimia but it’s not it’s too infrequent to 
be, like I’ve been pretty much doing it solidly since 
March of last year 
Therapist: So, 18 months 
Dermot: Yeah pretty much, but it comes and goes so there will 
be times when I just do it all the fucking time and then 
there’s times where I just don’t, little bit like a few days 
where I just don’t do it 
Therapist: What started it can you remember? 
Dermot: Erm I looked at myself in the mirror and went Jesus 
Christ erm and to be fair I still look at myself in the 
mirror and go Jesus Christ erm I think I’m hang on, 
yeah, I’m currently at a low point of being fat so yeah 
Therapist: So, it’s about weight control, about feeling that you 
don’t look good  
Dermot: Mm pretty much, repulsed I would say, disgusted yeah, 
strong words 
 
Key: I-as Patient  
        I-as Disgust  
In the excerpt above, the patient I-position was presenting his own confusion at his 
problematic existence to the therapist, on occasion with an accompanying rationale for his 
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behaviour “I thought it was bulimia but it’s not, it’s too infrequent to be”.  However, what 
emerged also here was this unrestrained position of I-as disgust (position A); entering an 
active dialogue with the patient I-position, which he recounted to the therapist.  The disgust I-
position told him to throw up - in a harsh punitive tone - quite different from the I-as patient 
sounding voice.  
These positions of patient and disgust were very oppositional (as all the A and B 
positions are in this sample), confrontation occurs as the patient attempts to counter the 
disgust.  They are reminiscent of Josh and his battle between his monitor position and his 
craving position in the previous analysis.  Dermot explains how he manages this inner 
conflict between positions, it was to bring himself to the safety of the therapy room, to avoid 
the wrath of the disgust position.  The disgust position has no inner-others detectable in the 
discourse, this was interesting as it was unusual in the sample, and could imply that there was 
an impoverished ability for this I-position to dialogue with inner-others as well as with other 
I-positions.  This inability to dialogue could have enhanced its rigidity, as without dialogue 
this position would be unable to be altered or modified by others, with an accompanied 
inability for what Lysaker and Lysaker (2002) termed any ‘narrative evolution’ or adaptive 
change in embedded problematic self-narratives.  These two positions were the most 
polarised of all the cases in the sample, with one seeming to be extremely fearful of the other.  
There seemed little ability in Dermot at this stage to create helpful dialogue between these 
positions, either one was online or the other.  
 
The defensive third position.  The third position (position C), operated in Dermot 
with the deployment of the I-as defender position.  In this I-position, he not only defended 
against the conflict which was intrapersonally generated between I-positions A and B, but he 
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also defended himself against those he felt had more social power and whom he felt 
powerless against, this included the therapist and her enquiries. 
 
 (Therapist and Dermot, 116 - 118) 
Dermot:  Men take forever to become mature and even then the vast majority 
of assholes I have encountered are not 
Therapist: So women are safer 
Dermot: Women are safer, really, men are just kind of violent  
Therapist: Violent 
Dermot: That’s a typical view, that’s I don’t know, part of me resents being a 
white man like a lot just cos you are automatically seen as the bad 
guy and that’s the thing you are not allowed to defend yourself either 
and it’s no fucking wonder 79% of suicides are male they say oh 
we’re not allowed to talk about stuff, we’re not flat out and that’s the 
thing our issues are ignored completely they are pushed aside by 
more radical left wings  
 
Key: I-as defensive  
 
In the excerpt above the therapist had previously asked about Dermot’s preference for 
having a female counsellor.  Dermot answers this by discussing how he perceives men as 
being violent, as dangerous Others unlike women who are described as safe.  This I-position 
was labelled as defensive as it often reacted to direct questions from the therapist in a 
defensive manner, citing the presence of malevolent others as his rationale for his defensive 
strategy.  Dermot shares how he considers men to be immature assholes who are prone to 
violence, but when the therapist reflects this back to him his response is to defend his fellow 
males not to agree with her and align with her statement.  In this sense he contradicts himself, 




 Internal pattern of conflict within Dermot, supressed by the third position 
 
 
The third position defending against the emotional position.  Despite the 
indication mentioned previously of a perceived asymmetrical therapeutic relationship, with 
Dermot viewing the therapist as an authority figure representing a medical Other, there were 
signs of movement amongst the repertoire of his I-positions by the middle session.  At this 
mid stage, the I-as helpless position emerged (emotional position D); a position which was 
vulnerable and felt sadness and loss.  Vocally the voice had a different tone, was much 
quieter and gentler and only spoke in short bursts before it was overtaken by other more 















(Dermot and the therapist, 91 – 95) 
Dermot: I found out on Friday Sophie is seeing someone  
Therapist: Ok how do you feel about that? 
Dermot: Not happy, I was sort of aware she was seeing someone 
erm, but that will pass as I suppress the shit out of the 
feelings again erm 
Therapist: How you gonna do that?  
Dermot: i’ll just suppress the shit out of the feelings 
Therapist: Suppress the shit out of the feelings  
Dermot: it worked last time until I found out, it its ok it’s not 
suppressing it’s a switching, switching where the 
feelings go  
Therapist: Where are they gonna go now? 
Dermot: Well, I don’t know, she’s with someone who makes her 
happy then I’m happy you know, it’s kind of irrelevant 
how I’m feeling so long as she’s happy 
 
  
Key: I-as Helpless  
        I-as Defensive  
  In the except above, Dermot exposed his vulnerable feelings of hurt in this new 
emerging position of I-as Helpless.  He shared how emotional he felt regarding a female 
friend, Sophie, he was experiencing sadness as she had started a romantic relationship with 
someone else.  He only operated in this vulnerable position for a short amount of time, this 
may be as it felt too exposing, hence, the switch to the I-as defensive position (position C), 
where he then described how he intended “suppress the shit out of the feelings” to defend 
himself by from the intolerable emotion.  The defensive I-position here operates in a different 
way than was illustrated in the previous excerpt.  In the excerpt above this I-position operates 
to shut out emotions and any potential positive connection to others which may cause further 
psychological pain.  It has the same internalised angry quality as in the previous excerpt, of 
being wronged again and of having to put up with it and carry on.  The helpless position 
emerged when it was prompted by an open question from the therapist, and he described how 
he could dismisses his own feelings to prioritise Sophie’s feelings.  This disclosure in this 
helpless I-position has a sad quality, the voice was flat and emotionless.  Sophie as an inner-
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Other, relates to him in a way which renders him vulnerable; his desire for closeness with her 
means that there is something he needs.  In turn this renders him more helpless, and crucially 
a level of emotion becomes possible, that of loss and sadness. 
 This excerpt clearly indicates a growing awareness within Dermot of his own 
strategies for dealing with intolerable feelings, this finding illustrates how the release of 
emotion is often accompanied by increased levels of self-reflection.  He was becoming more 
able to identify, and explain to the therapist, the strategies which he has historically deployed 
for managing the emergence of difficult emotions.  This increased level of self-awareness 
was novel at this midpoint, and was not evident in the first session.  At this midpoint stage, 
emotion was still being shut down very often by the third position (C ), but there were signs 
of a small amount of affect being released and shared with the therapist. 
 
The adaptive position and the internalised therapist.  In the analysis of the final 
session, there was a significant shift in the repertoire of I-positions; the strengthening of some 
of the more submissive voices, like the helpless position, but also the modification of some of 
the more dominant voices.  There was an absence of the patient position, which was once the 
dominating position, and the emergence of the new I-as complicated individual position 
(position E).  Another observable difference was the increased openness in the therapist, and 
the lessening of the once prevalent medical tone.  This led to a more fluid co-created 
collaborative relationship, and could explain the absence of the patient position, as both 
operated on a more equal level without the previously imposed hierarchy.  
One way of interpreting these changes is that the patient position had become 
hybrized into the I-as complicated individual, through the internalisation of the therapist. 
Hermans and Dimaggio (2004), when theorising on the emergence of metapositions, 
suggested that they commonly bond to an already existing position.  If the complicated 
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individual position was a modified patient position, it may have been modified by an 
increased reflexivity facilitated by the therapist, which had then bonded onto the patient 
position.  In the excerpt below, the therapist asked the kind of reflexive question which 
Dermot had started to ask of himself, and he replied in his I-as complicated individual 
position:  
 
 (Therapist and Dermot, 15) 
Therapist: What have you noticed about yourself that maybe 
feels different? 
Dermot: Erm I’m more stable than I was, I’m able to 
recognise things that set me off and either avoid them 
like the plague, or punch them out of the way, I’m a 
little kinder to myself, not to the extent that I would 
like, but getting there, erm I like who I am mentally 




Key: I-as Complicated Individual  
 
 
This excerpt provides a good example of how the interaction has considerably altered 
between Dermot, in the I-as complicated individual position, and the therapist.  The therapist 
is encouraging him to explain more, to look deeper and reflect further.  This encouragement 
enabled this new I-as complicated individual position to explain his own complexity, to 
embrace it even.  The prolonged interaction with the inner-other of the therapist has helped to 









(Therapist and Dermot, 26 – 29) 
Therapist: In terms of I think this is about our working alliance, how 
we work together, how do you think that’s developed 
over the 24 weeks? A good team 
Dermot: Yeah definitely  
Therapist: Mmm 
Dermot: Yeah, I mean you and I both know I’m a very 
complicated individual 
Therapist: Mmm 
Dermot: Erm but we’ve worked to attack some of that and 





Therapist: I think we’d be, I think I’d be upset and angry if I thought 
we had, because I think there’s a lot more to you than we 
could cover in this amount of time 
 
 
Key: I-as Complicated Individual  
 
 
In this final excerpt, the therapist was exploring how Dermot conceptualised his own 
process over the course of the 24 weeks.  Dermot used the phrase “you and I both know” 
clearly indicating his perception of a shared discovery, and construction of knowledge, which 
has occurred during the therapy process.  This also suggested a feeling of shared intimacy, 
suggesting he felt the therapist knew him in this I-as complicated individual position.  He 
then also used the phrase “we’ve worked” which again suggests this internalisation of the 
therapist.  
When considering this new hybridized position, it’s interesting to compare it to the 
other hybrid position in the sample of I-as person in recovery, in the case of Lucy.  They both 
internalise the therapist to forge this new burgeoning position, which becomes bonded onto 
an already existing position, in Dermot’s case the patient position and in Lucy’s the illness 
position.  The main difference seems to be that Dermot has fully internalised and integrated 
the inner-other of the therapist; he uses the pronouns we and we’ve to describe what they 
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have discovered together.  Lucy, however, still described an internalised therapist which had 
attempted to take her over and replace “even if you are my brain” this suggests that she could 
only perceive a change in herself is she was the therapist, which is unlike Dermot who is 

















Pattern of Interaction of Internal I-positions within Dermot 
 
Case five summary.  Dermot, like all the others in this sample, presented a pattern in 
the first and middle sessions which is has been theorised as the mechanism of depression; two 
conflicting positions creating intrapersonal tension which is shut down by a third position.  
This third position in Dermot (I-as defender) defended against all his own felt emotions, not 
just the affect created by the tension between positions A and B.  Dermot was also highly 
defended against the therapist, viewing her as another authority figure.  
By the final therapy session much change had occurred in the repertoire of I-positions 
and in the relationship with the therapist.  Dermot considered himself in part as a complicated 
individual - and he perceived that the therapist saw him in this vein too.  This 
conceptualisation may have come about as a result of the complex working through of 
Session 1 
Dominant 








































material together, and the internalisation of the therapist’s ideas and views of his complexity.  
This was echoed by the therapist in the last segment when she confirmed that they had not 
covered all his complexity.  She revealed her own emotional responses to him in her 
comment “I think I’d be upset and angry”, whilst also she was also embracing the intricacy of 
his multiplicity.  She was modelling a level of acceptance of the complexity of Dermot, and 
the limited nature of what they could achieve in the time they had together.  In the new I-as 
complicated individual position, Dermot has introjected this model from the therapist, and it 













Appendix O Table of five case studies I-positions and interactional patterns 
OVERVIEW OF CASES CASE 1: DYLAN CASE 2: LUCY CASE 3: JADE CASE 4: JOSH CASE 5: DERMOT 






I-as concealing controller 
I-as hopeless shutdown 
I-as vigilant protector 
I-as shouldn’t exist 
I-as part of a proper 
family 
I-as monitor controller 
I-as craving 
I-as cursed  
I-as patient 
I-as disgusted 
I- as defensive 
Interactional Pattern Identified Oppositional positions of I-as 
responsible and I-as 
autonomous shut down by 
third position of I-as cynic 
Oppositional positions of 
I-as concealer and I-as 
illness shut down by third 
position of I-as hopeless 
Oppositional positions of I-
as part of a proper family 
and I-as vigilant protector 
shut down by third position 
of I-as shouldn’t exist 
Oppositional positions of I-as 
craving and I-as monitor shut 
down by third position of  I-
as cursed  
Oppositional positions of I-as 
patient and I-as disgusted shut 




I-as self doubting I-as wronged and angry I-as wronged I-as repulsion I-as helpless 
Interactional Position Identified Increased reflexivity enables 
self-doubt which enables 
reflexivity, less rigid more 
complex connections between 
I-positions 
Emergent angry position 
re-frames narrative making 
meaning bridge leading to 
more reflexivity 
Emergent wronged 
position shows signs of 
being bonded onto vigilant 
Protector position – allows 
reflection on issue of self-
blame and shows signs of 
re-formulation of self-
blaming narratives 
Emergent repulsion position 
is shut down by cursed 
position, monitor position 
enables cursed position to 
feel powerless by providing 
evidence of powerlessness 
Emergent helpless position is 
vulnerable, online for short 
periods before defensive 
positions comes in to close off 
helplessness and protect 
through defensive actions 
FINAL SESSION 
Emergent I-Positions 
I-as exciting future I-as person in recovery No new emergent 
positions, I-as shouldn’t 
exist and I-as vigilant 
protector dominates the 
repertoire 
I-as fearful vulnerable I-as complicated individual 
Interactional Pattern Identified Awareness of own needs in the 
reflexive position has enabled 
growth into new exciting 
future I-position 
Internalisation of therapist 
in new recovery position, 
this is bolted on to illness 
position, dominates over 
the reflexive I-position 
Two remaining positions 
are more entrenched and 
rigid, minimal reflexivity 
or dialogue between I-
positions 
Fearful position exposes 
vulnerability then monitor 
position evaluates it in 
objectifying way, closing it 
down 
Absence of once dominant 
patient position, replaced by 
complicated individual, 
reflexive abilities and curious 
about other I-positions 









Potter’s (1998) Four considerations in relation to notions of trustworthiness and rigour which 
relate to this study. 
 
 
1. Deviant instances – whilst in quantitative research deviant cased are dismissed largely 
as irrelevant outliers or experimental error (Howitt & Cramer, 2008), in a qualitative 
study partly due to the in-depth analysis process deviant cases may be more apparent. 
The analysis is therefore modified to be inclusive of these deviant findings. In this 
study, surprising findings which break with existing patterns and stand out in their 
originality within the sample are important for purposes of theory building (Stiles, 
2007).  Paying attention to these anomalies were part of the abductive process of this 
analysis, refreshing interpretative processes and enhancing creative links within the 
data. 
2. Participant’s own understandings – in-depth analysis of the addressivity (Bakhtin, 
1986) of the speaker can highlight how what was said in the previous turn, and indeed 
in many previous turns before that, has impacted the present segment of speech.  
Attention was paid during this analysis not only to the content of the participant’s 
speech, but also how they were relating to the therapist in the conversation, in the 
local context of the therapy setting.  The method of analysis chosen for this study 
involves asking the question, whom present or absent is the utterance oriented?  Who 
is the anticipated audience?  In doing so, there is an attempt to comprehend the 
participant’s own understanding within their interaction with the therapist. 
3. Coherence – qualitative studies which cohere with previous studies are deemed to be 
more convincing, adding conviction to the new piece of research, whilst adding 
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conviction with the new study to the already existing older studies.  It is important to 
consider that studies which are designed not just to replicate previous studies, but to 
enhance understanding in an innovative way by introducing novel elements into the 
currently extant research, will provide greater support if their findings confirm what 
has been previously discovered in other research.  This study, whilst being similar to 
other research, is innovative, as it involves the use of a new methodological tool to 
explore an area of previously examined experience; fostering an opportunity to 
provide greater empirical evidence to bear on the problem of clinicians working with 
depression.  
4. Openness to evaluation – the presentation of rich and extended material from the data 
is important as it affords the reader the opportunity to more fully evaluate the 
research.  Whilst qualitative researchers endeavor to display in their analysis 
sufficient transcripts and excerpts to make sense of the findings, it is argued by Potter 
(1998) that the reader must take a great deal on trust when reading certain forms of 
qualitative research as very little is presented in changeable form.  In this research, I 
have attempted to explicitly lay out the systematic analysis which has been 
undertaken, and include as much of the original transcripts as was feasibly possible.  
Alongside this a full transcription and analysis examples can be found in the 
appendix, this is to enhance transparency and trustworthiness in the analytic process, 
affording a high level of openness which will enable the reader to evaluate the 





  Appendix Q 
Beck’s (1967) definition of depression involving specific attributes. 
 
1. Specific change in mood to sadness, loneliness, apathy 
2. Negative self-concept linked to self-reproach and self-blame 
3. Self-punitive and regressive thoughts; a desire to escape, hide or die 
4. Vegetative changes; relating to eating, sleeping and loss of libido 
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